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THE CURRENT DISPUTE CONCERNING 
MYOCARDIAL INFARCTION 





Although the committee for the evaluation of anticoag- 
ulants of the American Heart Association recommended 
in its initial report in 1948 ' that “anticoagulant therapy 
should be used in all cases of coronary thrombosis with 
myocardial infarction unless a definite contraindication 
exists,” this problem is far from solved. There is more 
disagreement now regarding the correct management of 
these patients than when the report was orginally pub- 
lished. This presentation in the form of questions and 
answers is intended to indicate many of the points at 
issue and to present the views of an increasing number 
of cardiologists. It is not the purpose of this report to 
present a comprehensive and detailed review of the lit- 
erature nor to indicate all the studies on which these 
conclusions are based but rather to discuss this subject 
ina manner most advantageous to the general physician. 


1. Has the American Heart Association ever officially 
recommended routine anticoagulant therapy in myo- 
cardial infarction or taken any stand on this particular 
problem? 

Answer. No. In answer to this question, Dr. Robert 
L. King, immediate past president of the American Heart 
Association and presently chairman of its scientific 
council, stated: “The Scientific Council of the American 
Heart Association has never expressed any official view 
on the use of anticoagulants. I doubt very much if an 
official pronouncement will be made in this regard, as 
there is a considerable variation in opinion of various 
members of the council. Within the relatively near future, 
the report of the committee on anticoagulants will ap- 
pear, as a report of the study and the conclusions of the 
authors, and like other scientific articles which appear 
in the official publications of the American Heart Asso- 
ciation, represent the views of the authors and not those 
of the Scientific Council.” * 





Sidney Schnur, M.D., Houston, Texas 


ANTICOAGULANTS IN ACUTE 





2. Why is it so difficult to determine the effect of a 
specific drug or procedure on the mortality rate or inci- 
dence of thromboembolism in acute myocardial infarc- 
tign? 

Answer. Mortality rates in myocardial infarction vary 
widely. Although the treatment is often considered the 
most important factor affecting the rate, this is probably 
not so. The selection of cases according to severity of 
illness at onset is the most important determinant of 
prognosis and mortality rate, assuming the patient re- 
ceives the usual and ordinary treatment.* The home- 
treated patients, who generally have the mildest cases, 
for otherwise they would be hospitalized, have a mor- 
tality rate of 3 to 8%. In the hospital cases, the rate 
ranges from 8 to 78%, depending on the severity on 
admission and certain other factors. Unless it can be 
unequivocally demonstrated that the treated and control 
groups are equally ill and have identical prognosis before 
using the experimental drug, the difference in rates at 
the conclusion of the study cannot be attributed solely 
to the use of the drug. The lack of recognition of this 
axiom has been responsible too often for misinterpreta- 
tion of results and incorrect conclusions, both of which 
have led to the introduction of new drugs and procedures, 
in this as well as other fields of medicine, that subsequent 
experience indicates were of little value. An even more 
difficult problem is the incidence of thromboembolism, 
since the diagnosis is so difficult. The errors are both in 
omission and commission and depend in part on the en- 
thusiasm and level of suspicion of the examiner. The 
reported incidence ranges from less than 10 to over 40% 
in myocardial infarction. DeBakey,* in a recent review 
of the problems of thromboembolism, concluded that 
healthy skepticism regarding the accuracy of incidence 
rates and the value of specific therapy in this disease was 
definitely indicated. 





From the Department of Medicine, Baylor University College of Medicine. 


Read in the Panel Discussion on the Use and Abuse of Anticoagulant Therapy before the Section on Diseases of the Chest at the 103rd Annual 


Meeting of the American Medical Association, San Francisco, June 23, 1954. 


1. Wright, I. S.; Marple, C. D., and Beck, D. F.: Report of the Committee for the Evaluation of Anticoagulants in the Treatment of Coronary 


Thrombosis with Myocardial Infarction, Am. Heart J. 36: 801 (Dec.) 1948. 
2. King, R. L.: Personal communication to the author. 


3. Schnur, §.: Mortality Rates in Acute Myocardial Infarction: I. The “Normal” Yearly Variation, and the Effect of Hospital Admission Policy, 


Ann. Int. Med. 39: 1014 (Nov.) 1953. 


4. DeBakey, M. E.: A Critical Evaluation of the Problem of Thromboembolism, International Abstracts of Surgery, Surg., Gynec. & Obst. 98: 1 


(Jan.) 1954, 





1127 


















1128 PROPHYLACTIC ANTICOAGULANT THERAPY—SCHNUR 


3. Why are not the many reports in the literature 
attesting to the value of routine anticoagulant therapy 
taken as sufficient eviderice of its value? 

Answer. It is believed that until very recently only 
those investigators who could confirm the original work 
of the first anticoagulant committee submitted their 
reports for publication, whereas those who found no 
difference in mortality rates or incidence of thrombo- 
embolism between their treated and control groups at- 
tributed their “poor results” to inadequate anticoagulant 
control and thus did not submit their reports for publi- 
cation. The literature therefore was selective and did not 
reflect the large number of negative findings. Erratic 
anticoagulant control was undoubtedly also present in 
the confirmatory studies, but this information was sel- 
dom, if ever, reported. It certainly did not deter these 
investigators from reporting their studies, as it did those 
whose studies yielded negative results. In addition, many 
of the published reports demonstrate the errors and mis- 
interpretations discussed in the answer to question 2.° 

4. Is there any unanimity of opinion regarding the use 
of anticoagulants in acute myocardial infarction? 

Answer. No. Opinions vary as to treatment not only 
among practicing internists and cardiologists but also 
among the members of the committee for the study of 
anticoagulants of the American Heart Association ° and 
the members of the scientific council of the American 
Heart Association.? Some believe all patients should be 
treated prophylactically except when contraindications 
exist. A small number believe no patients should be 
treated. Probably the majority opinion is that the more 
seriously ill should receive treatment, the mildly ill do 
not require therapy, and the moderately ill may or may 
not receive anticoagulants, depending on the physician’s 
preference and experience, the availability of laboratory 
facilities, and the economic factors involved. 

5. Should patients who are seriously ill on admission 
to the hospital receive anticoagulant therapy? 

Answer. Yes. Anticoagulant therapy should be given 
to those patients in whom, because of shock, congestive 
heart failure, restricted activity, decreased respiratory 
excursions, and possibly other thrombogenic factors, 
thromboembolism is more prone to develop. In this 
group, the hazards of therapy are counterbalanced by the 
increased incidence of thromboembolism and the need 
to prevent every possible complication because of the 
precarious condition of the patient. 


6. Is the patient’s age a factor in the decision to use 
anticoagulants? 

Answer. Only indirectly. Older patients are most 
likely to be seriously ill on entering the hospital and 
therefore would be candidates for treatment because of 
this fact. In the case of mildly ill elderly patients, the 
criteria discussed in question 4 would apply. 





5. Schnur, S.: Mortality and Other Studies Questioning the Evidence 
for and Value of Routine Anticoagulant Therapy in Acute Myocardial 
Infarction, Circulation 7: 855 (June) 1953. 

6. Schnur, S.: Mortality Rates in Acute Myocardial Infarction: III. The 
Relation of Patient’s Age to Prognosis, Ann. Int. Med. 41: 294 (Aug.) 
1954. 

7. Russek, H. I., and others: Indications for Bishydroxycoumarin 
(Dicumarol) in Acute Myocardial Infarction, Circulation 5: 707 (May) 
1952. 
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7. Is a physician liable to malpractice suit if a patieny 
under this care dies without having received anticoag- 
ulant therapy? 

Answer. No. Strangely enough, one of the most im- 
portant reasons why physicians use anticoagulants roy- 
tinely is to forestall any such legal involvement. Recently 
a professor of medicine at one of the medical schools 
announced to a group of physicians that his sole reason 
for prophylactic use of anticoagulants was the fear of 
litigation. 

8. Can patients who are mildly ill when admitted to 
the hospital suddenly die, and will anticoagulants prevent 
these accidents? 


Answer. Yes and No. Sudden death can occur in a 
certain percentage of mildly ill patients but is much more 
likely to occur in those more seriously ill. Sudden death 
is more frequently due to ventricular arrhythmias and 
conduction disturbances than to thromboembolism; thus 
anticoagulants could not possibly avert all these trag- 
edies. Furthermore, in potential cases of thrombo- 
embolism, there is no assurance that this complication 
will be prevented by anticoagulant therapy since there 
are a certain percentage of therapeutic failures even 
when heparin is used during the early period and the 
prothrombin time subsequently is kept constantly within 
the “therapeutic range.” There are probably even more 
“failures” due to erratic and inadequate control. The 
deaths resulting from the use of the anticoagulant drugs 
themselves must also be considered, and some believe 
that this risk is not justified in the mildly ill group of 
patients, in whom the mortality rate and incidence of 
thromboembolism are normally quite low. 

9. Can one prophesy fairly accurately from the pa- 
tient’s condition on admission to the hospital whether 
he is going to live or die? 

Answer. Yes, if he is either mildly or critically ill, 
and no, if he is moderately or seriously ill. If a favorable 
prognosis is made for each mildly ill patient, the phy- 
sician will be correct in over 90% of the cases. If an 
unfavorable prognosis is made for each critically ill 
patient, the physician will be correct in about the same 
number of cases.° In patients in the in-between catego- 
ries, i. €., moderately to seriously ill, with mortality rates 
ranging from 20 to 60%, prognosis is a “toss-up” in any 
particular patient. It is primarily this group to which one 
refers when one states that prognosis is uncertain in myo- 
cardial infarction. However, those who believe anti- 
coagulants are not indicated in mildly ill patients are not 
concerned with patients with uncertain prognosis in the 
in-between categories but rather with the mildly ill who 
have an unquestionably good prognosis and low inci- 
dence of thromboembolism. As noted in the answer to 
question 2, less than 10% of this group succumb, and 
in many instances death results from causes that cannot 
be prevented by anticoagulants. 

10. Can one clinically determine which patient is 
mildly ill? 

Answer. Yes. Russek 7 has formed criteria for “good- 
risk” cases, and I have suggested a quantitative deter- 
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mination, the Pathologic Index Rating,* by which to 
determine the various prognostic categories. 

11. Can the incidence of endocardial thrombus and 
thromboembolism in myocardial infarction be deter- 
mined from postmortem examination? 


Answer. Ng. It is a common error among some clini- 
cians to infer that the findings at post mortem accurately 
reflect the disease in the living state.° For example, 
although generalized peritonitis occurs in less than 10% 
of patients with acute appendicitis, it is found in over 
90% of patients with acute appendicitis who come to 
autopsy. The pathologist can only report the findings of 
a very special group, those sick enough to die, and any 
assumption that a similar incidence of complications 
occurs in the large majority of living patients is certainly 
incorrect. Thus, although 50% of the patients who die 
from myocardial infarction are found to have endocardial 
thrombus,'’ it is obviously not true that 50% of all 
patients with this disease have the condition. This can 
be substantiated from autopsy findings of patients dying 
at a later date from other intercurrent diseases, in whom 
the myocardial scars of former infarctions both known 
and unknown are infrequently associated with evidences 
of an endocardial pathological process. Similarly, be- 
cause thromboembolism may be found in a fair propor- 
tion of patients with myocardial infarction at post 
mortem, it cannot be inferred that a similar incidence 
exists in patients who do not die, the overwhelming 
majority of whom may be classed as mildly to moderately 
ill. 

12. Can a consultant obtain an accurate view of the 
incidence of thromboembolism from his private practice? 


Answer. No. The consultant, by definition, will see 
only the difficult, unusual, or complicated cases. His is 
a specially selected group, generally of the more seriously 
ill. This group reflects neither the clinical course nor the 
findings in the great mass of unselected, generally un- 
complicated cases. A consultant expert in the anticoag- 
ulant treatment of thromboembolic complications of 
myocardial infarction may actually find thromboembo- 
lism present in 100% of his cases of myocardial infarc- 
tion. Although this may be the “normal” incidence in his 
experience, it must be realized that his is a distorted 
series resulting from “selection” and one that does not 
mirror the “real” incidence of the complication in the 
general disease population. Similarly, physicians whose 
work is limited to the hospital will never encounter the 
large number of mild, home-treated, low mortality pa- 
tients,'' and therefore their over-all view of prognosis in 
this disease will be more pessimistic than that of the 
general physician, who sees all classes of patients at the 
outset, before selection has had an opportunity to exert 
its influence. 


13. Are anticoagulants definitely contraindicated in 
certain cases? 

Answer. Yes. Anticoagulants should not be used in 
blood dyscrasias with bleeding tendency, surgical and 
traumatic wounds with open raw surfaces, ulcer and 
cancer of gastrointestinal or genitourinary tract, after 
surgery on brain or spinal cord, liver disease, jaundice, 
marked renal failure, in vitamin K or vitamin C defi- 
ciency, or subacute bacterial endocarditis. 
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14. If anticoagulants are used, how long should ther- 
apy with them be continued? 

Answer. Unknown. The majority opinion is from 
three to six weeks, which is during the period of hospital- 
ization that coincides with the period of greatest danger 
from thromboembolism. Statistically, the incidence of 
thromboembolism decreases sharply after the sixth week. 
In specific instances, it may be well to continue long- 
term treatment.'? Again, because of the difficulty of 
obtaining controlled studies, the value of long-term treat- 
ment is undetermined at this time. 

15. Are anticoagulants potentially dangerous drugs? 

Answer. Yes. Patients may have minor, major, or 
fatal hemorrhage. This experience is not limited to phy- 
sicians inexperienced in the use of the drug but also 
occurs occasionally when anticoagulants are used by 
experts. This is due to the variability in the absorption 
and metabolism of the drug and other factors known 
and unknown. Patients may bleed occasionally when 
the prothrombin time is not abnormally prolonged and 
may not hemorrhage when it is extremely prolonged. 
Recently the occurrence of hemopericardium has re- 
ceived increased attention, and it has also been suggested 
that myocardial rupture is more likely to occur in trans- 
mural infarctions because of the removal of the protec- 
tive endocardial thrombus over the involved area. 
Several reports of hypercoagulability after discontinua- 
tion of anticoagulant therapy suggest an additional danger 
from this source, but this requires further confirmation. 

16. What is the effective range of prothrombin ac- 
tivity? 

Answer. Unknown. The first anticoagulant committee 
of the American Heart Association considered 11 to 
23% activity as the therapeutic range. It was found 
extremely difficult to keep patients constantly within this 
range. With the passing years, limits have been widened, 
and recently it has been suggested that from 25 to 50% 
activity is the therapeutic range for ambulant patients.’ 
Actually, no one knows precisely the limits of the effec- 
tive range, and all we have at present are many “educated 
guesses.” 

17. Are the various tests for determining prothrombin 
activity easy to perform? 

Answer. No. Great care is required in the performance 
of these tests. The results can be affected by unclean 
glassware, temperature of waterbath, frequency of stir- 
ring, technique of drawing blood, delay in performing 
test, and speed in determining end-points. Recently the 
Ware modification of the Owren test has been recom- 
mended as more accurate because it controls the ac- 
celerator factor. This test-takes 20 minutes as compared 
to 5 minutes for the Quick modification of the Link- 





8. Schnur, S.: Mortality Rates in Acute Myocardial Infarction: II. 
A Proposed Method for Measuring Quantitatively Severity of Illness on 
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Shapiro test. Some practicing biochemists are not con- 
vinced that the additional time involved is worth while, 
since there are 5 additional known and probably several 
more unknown factors in the conversion of prothrombin 
to thrombin that are still uncontrolled by this test. 

18. Should anticoagulants be used to treat thrombo- 
embolism if it should occur during the course of the 
disease? 

Answer. Yes. Because a drug may be relatively in- 
effective or involve too great a risk or expense when used 
indiscriminately in attempts to prevent a disease, it does 
not follow that specific patients who show the patholog- 
ical state should not be treated. For example, it is debat- 
able whether anything is accomplished by routinely 
prescribing quinidine sulfate to prevent arrhythmias in 
myocardial infarction but there is no question about its 
value in the treatment of specific arrhythmias when they 
occur.'* The same logic may well apply to anticoagulants. 

19. Has the manner in which intravascular throm- 
bosis occurs been definitely determined? 

Answer. No. Twenty-five years ago this matter ap- 
peared settled, but such is not the case today. The proc- 
ess of intravascular thrombosis is extremely complex 
and involves both unknown and known factors. These 
include biochemical, physiological, and morphological 
factors in addition to such physical factors as rate of 
flow, zeta potential, surface tension, and adhesiveness 
of platelets. Each of these is a problem in itself. This en- 
tire subject is in a state of flux, and new factors are added 
almost monthly. The problem is quite confusing not only 
to the clinician but also to investigators in the field, one 
of whom in discussing one small part of this complex 
chain of events stated: “On the basis of the available 
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evidence the kinetics of the conversion of prothrombin 
to thrombin are still perhaps a mysterious, but certainly 
controversial question.” ** 


20. With the exception of heparin, do anticoagulants 
in doses used clinically affect coagulation time or viscos- 
ity of blood? 

Answer. No. Patients are not infrequently told that 
this therapy “liquefies” the blood. The commonly used 
coumarin and phenindione anticoagulants have no effect 
on blood viscosity nor do they significantly alter the co- 
agulation or clotting time when prescribed in doses to 
maintain prothrombin activity within the “effective or 
therapeutic range.” 


21. Will the problem of prophylactic anticoagulant 
therapy be solved if and when an “ideal” anticoagulant 
is found? 


Answer. No. The problem is not which anticoagulant 
to use but rather which patient to treat. Additional re- 
search activity should logically be directed toward de- 
termining by clinical means, laboratory tests, and proba- 
bly other methods still to be devised the characteristics 
of that comparatively small group of patients with acute 
myocardial infarction who are especially predisposed to 
thromboembolism. The solution of this problem would 
lead to more rational therapy in which possibly 10% 
of patients would be treated with 100% effectiveness 
instead of routine treatment of all patients, presently ad- 
vocated by some, which may be effective in only 10% of 
the cases. 
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“SELECTIVE” VERSUS “ROUTINE” USE OF ANTICOAGULANTS IN ACUTE 
MYOCARDIAL INFARCTION 


Henry I. Russek, M.D., Staten Island, N. Y. 


Burton L. Zohman, M.D., Brooklyn, N. Y. 


Although anticoagulant therapy has become an ac- 
cepted form of treatment for acute myocardial infarction, 
there is still much disagreement, even among authorities, 
regarding the indications for its use. Wright * has ad- 
vanced persuasive arguments in defense of the recom- 
mendation that anticoagulants be employed in all cases 
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in which no contraindications exist,”* but there is, never- 
theless, a growing weight of opinion in favor of with- 
holding these agents from patients who have had a 
clinically mild infarction. The statistical data presented 
by the committee on anticoagulants of the American 
Heart Association,’ as well as that recorded from numer- 
ous other sources, indicate that anticoagulant drugs exert 
a markedly favorable influence on both the death rate 
and the thromboembolic complication rate in unselected 
groups. In spite of this convincing evidence, none of 
these studies have actually shown that clinically mild or 
low risk groups share in the over-all benefit derived from 
this form of therapy. We * have emphasized that the 
mortality rate and incidence of thromboembolism are so 
low among patients sustaining an “uncomplicated” first 
attack that anticoagulant therapy, with its attendant 
dangers from hemorrhage, could scarcely be expected to 
influence the prognosis favorably in this group. In 489 
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“good risk” cases, selected from the hospital records of 
1.047 consecutive admissions for acute myocardial in- 
farction, the death rate without anticoagulants was only 
3.1% and the incidence of thromboembolism only 
0.8%. Patients were considered to be “good risks” when 
none of the following poor prognostic signs were ob- 
served on the day of admission to the hospital: (1) 
previous myocardial infarction; (2) intractable pain; 
(3) extreme degree or persistence of shock; (4) signif- 
icant enlargement of the heart; (5) gallop rhythm; (6) 
congestive heart failure; (7) auricular fibrillation or 
flutter, ventricular tachycardia, or intraventricular block; 
and (8) diabetic acidosis or other states predisposing to 
thrombosis. In these selected cases, moreover, the deaths 
that could have been prevented with bishydroxycoumarin 
(Dicumarol) therapy could not have exceeded 1%. We 
therefore concluded that since such small benefit is more 
than likely to be nullified or overbalanced by complica- 
tions induced by this drug, its use should be restricted to 
the more serious cases of acute myocardial infarction 
in which the frequency of thromboembolism justifies the 
risk involved. These observations and conclusions have 
been confirmed by various independent studies: the 
series of Papp and Smith * at Charing Cross Hospital, 
London; Baer, Heine, and Krasnoff ° at the Albert Ein- 
stein Medical Center, Philadelphia; Littmann ® at the 
Veterans Administration Hospital, West Roxbury, 
Mass.; Furman and his associates’ at the Vanderbilt 
University Hospital, Nashville, Tenn.; and Schnur * at 
a number of hospitals in Houston, Texas. It is of further 
interest that, even among those who participated in the 
anticoagulant study sponsored by the American Heart 
Association in 1948, there are at present a significant 
number who believe that this form of therapy confers 
no benefit in clinically mild (“good risk”) cases of acute 
myocardial infarction. 


SELECTIVE CLASSIFICATION 

Notwithstanding this evidence, Wright ° and Nichol ** 
have recently challenged the validity of data derived 
from retrospective studies of hospital case records, con- 
tending that it is much more difficult to classify patients 
prognostically at the onset of an attack than in retrospect 
after their discharge from the hospital. The feasibility 
and justification of such classification, at the time of the 
initial impact of the attack or early in its course, in order 
to determine the need for anticoagulant therapy, how- 
ever, have been clearly demonstrated in a recent study.’® 
We have observed the clinical course and outcome of 
the disease in an additional 122 patients who were 
classified as “good risk” and treated by conservative 
measures without anticoagulant drugs. In this series, 
however, anticoagulant therapy was intentionally with- 
held in each instance, because of the absence of certain 
poor prognostic signs at the time of the first examination 
on the day of admission to the hospital. The mortality 
rate for this group was only 4.9%, and careful analysis 
of the causes of death revealed that the preventable mor- 
tality with ideal anticoagulant therapy could not have 
exceeded 0.8%. In the entire series, not a single instance 
of cerebral or peripheral arterial embolism was encoun- 
tered. Clinical thromboembolic phenomena occurred in 
only four patients, an incidence of 3.3%. In two of these 
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four patients, moreover, the diagnosis of this complica- 
tion was only presumptive. By combining the present 
series with the one we have previously reported,*” it is 
seen that 611 (or 46%) of 1,318 patients qualified as 
“good risks” on the day of admission to the hospital. 

All studies of selected “good risk” patients with acute 
myocardial infarction reported in the literature to date, 
including those of Wright,’” clearly reveal that the death 
rate among such patients cannot be significantly altered 
by anticoagulant drugs (see table). The imperfections, 
failures, and inherent dangers in this form of therapy, 
even in the hands of the most competent investigators, 
should leave little doubt as to the veracity of this con- 
clusion. The committee on anticoagulants, working with 
teams of research fellows, residents, and staff members 


Mortality and Incidence of Thromboembolism in “Good Risk” 
or “Mild” Cases of Acute Myocardial Infarction 


Mortality Rates 
— — Throm- 
Pre- bo- 
Over- After vent- embo- 
No. of all, 48Hr., able, lism, 





Investigators Cases % % =° % 
Russek and others,®*. 1951-52.... 489 3.1 1.2 1.0 0.8 
Papp and Smith,* 1951............. 69 0.0 0.0 0.0 0.0 
EU WU once cncdesce< c..0. 100 com 1.8 0.9 1.8 
Furman and others,’ 1953......... 76 ene 1.3 ite 4.0 
Committee on Anticoagulants,)» 
EE avvisdbeheneetaniedebbets oes 24 ene 0.0 0.0 16.0 
Russek and Zohman,?® 1954........ 122 4.9 2.5 0.8 3.3 





* Percentage of deaths theoretically preventable if anticoagulants had 
been used. 


in many of the leading medical centers in this country 
and assisted by the most reliable laboratory facilities, 
encountered hemorrhagic complications from anticoag- 
ulant drugs in 7% of their first series ** and in 13% 
of their second.*® The death rates from hemorrhage due 
to these drugs were 0.7 and 1.1% respectively. After 
careful consideration of all clinical and autopsy data, 
Wright ** recently estimated that 1.7 deaths per 100 
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cases resulted from anticoagulant therapy itself. It is 
possible, however, that in “good risk” patients receiving 
anticoagulants, the incidence of hemorrhagic complica- 
tions may be somewhat below these figures. Neverthe- 
less, the small risk of thromboembolism in these patients 
without such treatment would not appear to justify the 
use of a procedure that itself may lead, even if infre- 
quently, to serious complications and death. The prob- 
able results of anticoagulant therapy carried out by busy 
practitioners or specialists in smaller institutions, without 
the advantages of “teamwork,” also demand considera- 
tion. In a recent survey conducted by us ** through the 
medium of a questionnaire, 228 cardiologists and intern- 
ists reported a total of 122 deaths caused by hemorrhage 
from anticoagulants in the treatment of acute myocardial 
infarction. 

The argument that a mild attack may become more 
serious during the course of hospitalization has been 
advanced as a criticism of selective therapy. Careful 
analysis of the facts, however, would indicate that such 
an event rarely poses a difficult problem. This is because 
the most critical period with all patients prevails during 
the first 48 hours after the onset of symptoms. Even in 
“good risk” cases, half of the total mortality was found 
to occur within this time interval. Since thrombo- 
embolism plays no part in these early deaths, sudden 
deterioration in the clinical picture within the first few 
days obviously cannot be prevented by anticoagulant 
drugs. The occurrence of poor prognostic signs in a 
“good risk” patient at any time in the course of his con- 
valescence certainly should establish the need for inten- 
sive anticoagulant therapy, but, in our experience, such 
a development after the first 48 hours after the attack 
is relatively infrequent. Recognition of the value of mild 
activity in bed, leg exercises, and early arm chair treat- 
ment should make it increasingly clear that anticoagulant 
therapy for “mild” attacks is a costly, burdensome, and 
unnecessary form of treatment. Ample evidence exists 
to justify “prognostic classification” as a means of select- 
ing patients for anticoagulant therapy in acute myocar- 
dial infarction. 


PATIENTS SUITABLE FOR TREATMENT 


It has been repeatedly claimed that old age provides 
a special indication for the use of anticoagulant drugs 
in acute coronary occlusion. Wright holds the opinion 
that, although the-frequency of thromboembolism may 
be no greater in old age groups than in younger persons, 
the older patient is more vulnerable and less likely to 
survive the consequences of this complication. In pre- 
vious studies }* we have shown, however, that no justifi- 
cation exists for the concept that age is an important 
factor in determining the prognosis in the individual 
patient. Statistically, there is a higher incidence of seri- 
ous attacks among older patients and, consequently, a 
more frequent occurrence of thromboembolism. For this 
reason alone, anticoagulants have shown a greater life- 
saving action in patients over the age of 60 than in those 
below this age. The chances for surviving an attack of 
acute myocardial infarction are correlated not with age 
but with the severity of the clinical picture. Our com- 
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parisons of cases of similar severity in different age 
groups have repeatedly demonstrated similar mortality 
figures.‘* One must therefore conclude that the initial 
clinical appearance of the patient, irrespective of age, 
constitutes the best index to his future course and is the 
deciding factor regarding the need for anticoagulant 
therapy. Out of a total of 1,318 patients, 611, or 46%, 
qualified as “good risk.” When account is taken of the 
patients with mild cases who are treated at home by con- 
servative measures and the persons with serious attacks 
who manifest specific contraindications to anticoagulant 
therapy, probably no more than 30% of all patients can 
be considered suitable candidates for this form of treat- 
ment. This low figure should not detract, however, from 
the value of anticoagulant therapy in properly selected 
patients (those with poor prognostic signs), since its 
administration in such instances constitutes a major ad- 
vance in the treatment of this disease. 


SUMMARY AND CONCLUSIONS 

From all available evidence, it appears that anticoag- 
ulant therapy is neither necessary nor desirable for the 
large segment of patients who sustain their first attack 
of acute myocardial infarction and present no unfavor- 
able criteria for recovery at the time of the first exam- 
ination. Although the appearance of poor prognostic 
signs is relatively uncommon during the subsequent 
course of patients initially classified as “good risk,” such 
an event should be regarded as a clear indication for the 
use of anticoagulant drugs. It is estimated that only 
about 30% of all patients require anticoagulant therapy, 
but this low figure should not detract from the established 
value of such treatment in “poor risk” cases. The age 
of the patient has no bearing on immediate prognosis in 
the individual case and should not be considered an 
important factor indicating or contraindicating the use 
of anticoagulants in acute myocardial infarction. It is 
therefore concluded that the initial clinical appearance 
of the patient, irrespective of age, constitutes the best 
index to his future course and should be the deciding 
factor regarding the need for anticoagulant therapy. 
There is already sufficient evidence to justify “prognostic 
classification” at the onset of an attack as a means of 
selecting patients for anticoagulant therapy in acute 
myocardial infarction. 
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Limits of Gratuitous Service—Poverty of a patient, and the 
obligation of physicians to attend one another and the dependent 
members of the families of one another, should command the 
gratuitous services of a physician. Institutions and organizations 
for mutual benefit, or for accident, sickness and life insurance, 
or for analogous purposes, should meet such costs as are covered 
by the contract under which the service is rendered.—Principles 
of Medical Ethics of the American Medical Association, chaptet 
7, section 1, June, 1954. 
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IATROGENICS AND CARDIAC NEUROSIS—A CRITIQUE 


Andrew D. Hart, M.D., Charlottesville, Va. 


The adjective iatrogenic (from iatros—physician, and 
genes—caused by) is now applied to illnesses that sup- 
posedly stem from or have become aggravated by medi- 
cal treatment. Something that the physician has said or 
done has frightened the patient into a state of chronic 
anxiety about his health. Thus, a diagnosis of iatrogenic 
heart disease is popularly attached to a persistent cardiac 
neurosis that is presumed to have been caused by a phy- 
sician’s carelessness or callousness in explaining heart 
symptoms or minor heart findings to his patient. Prac- 
titioners and lay persons have long suspected that sug- 
gestion may be a symptom determinant in a considerable 
variety of functional disturbances. With respect to the 
heart, Conner’s + widely read and oft-quoted description 
of psychic factors in cardiac disorders served to direct 
medical attention to baneful suggestions that seem to 
precipitate symptoms. More recently, Edward Weiss,” 
in discussing emotional factors in cardiovascular diseases, 
has remarked on the frequency with which an anxiety 
attack itself seems to have been the historical starting 
point of a cardiac neurosis. Weiss sums up the current 
judgment about this illness in his statement that it “arises 
in psychologically predisposed persons who have been 
subjected to a precipitating factor.” 

Since, in iatrogenic heart disease, this precipitating 
factor is supposed to be the physician himself, much 
emphasis has been placed on the need for greater caution 
on the part of the physician in talking to patients about 
the results of their examinations, as to both what is said 
and how it is said. We are urged to watch out for “mis- 
interpretation by the patient of innocuous statements, 
ill-considered remarks by the physician, ill-considered 
acts by the physician, error by the physician in inter- 
preting symptoms, error by the physician in interpreting 
findings.” * Such warnings and exhortations constitute the 
major theme of the now considerable number of articles 
on this subject. To what extent they are generally de- 
served seems open to conjecture. Admittedly, there are 
physicians whose thoughtless or unguarded remarks about 
minor cardiac defects have been interpreted by patients 
in a way to occasion transient worry; however, the thesis 
that such statements are commonly made and are really 
the precipitating causes of the complex cardiac neurosis 
labeled iatrogenic heart disease appears questionable. 
Admittedly, there are physicians whose injudicious use 
of drugs (especially digitalis) and unwarranted restric- 
tions of activity signify their ignorance, disinterest, or 
incompetence in dealing with these patients. Such abuses 
may be related in some way to cardiac neuroses. That such 
a supposed relationship is akin to cause and effect seems 
open to doubt. 

An analysis of the medical literature indicates that 
present concepts of iatrogenic heart disease are based on 
four major assumptions, each open to serious question. 
These premises are that: (1) a physician really told the 
patient, directly or indirectly, that some heart condition, 
however minor, was discovered; (2) such a suggestion 


was the precipitating cause of the patient’s cardiac neu- 
rosis; (3) in a cardiac neurosis, the patient’s anxiety is 
due to a genuine fear of heart disease; and (4) what 
the patient seeks and needs is reassurance that the heart 
is entirely sound. The purpose of this study is to re- 
examine these basic premises. Review of the statements 
on which they seem founded and reevaluation of the 
over-all symptoms (complaints, attitudes, and behavior ) 
of these patients disclose many factual discrepancies. 
Their investigation suggests strongly that current notions 
as to the origin and treatment of iatrogenic heart disease 
are oversimplified and incorrect. The evidence and the 
argument for reappraisal of these premises will be dis- 
cussed categorically. 


LACK OF PROOF AS TO WHAT THE DOCTOR REALLY 
SUGGESTED 


Only a few writers on iatrogenic factors in heart dis- 
ease have attempted to compile statistical evidence. 
Wood * investigated 59 unselected recruits who sup- 
posedly had been told erroneously that they had heart 
disease. He found that, in the 33 in whom neurocircula- 
tory asthenia developed, the physician was responsible in 
17 cases and was an important factor in 16 others. No 
data are offered showing how it was determined that the 
physician was responsible. Goldwater,’ in a study of 175 
“cardiacs” without heart disease, concluded that “there 
is little doubt that iatrogenicity was a major factor in the 
disability of a substantial number of patients in the pres- 
ent series.” No information is given as to how this con- 
clusion was derived. Other authors appear to have in- 
dulged in general statements in line with current notions 
of iatrogenicity. Thus, Auerback,° discussing iatrogenic 
heart disease, reports, “careless or ill-timed remarks of 
the doctor may initiate a cardiac neurosis,” or “our pa- 
tients have been told... .” Drake,’ writing on iatrogenic 
factors in illness, states that many patients have been 
told by their physicians that they had a “murmur,” “a 
leaking valve,” or “a leaking heart.” Again, McNeill,® 
discussing errors in medical practice says, “Many a use- 
ful citizen has been made an invalid by such a single 
statement as ‘You have heart disease, you had better 
take it easy.” All such statements seem unsupported by 
accompanying data. Most authors have apparently relied 
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on the patients’ second-hand versions of what the sup- 
posedly guilty physicians have said or done. In a recent 
quite severe indictment of such offenders, Weinberg * 
discusses ill-considered remarks of the physician and 
estimates that it would be merely scratching the surface 
to list such examples as, “I never saw a worse heart than 
yours,” “you have six months to live,” or “you might 
have a stroke any minute.” It is pertinent to question 
not only the propriety and reprehensibility of such re- 
marks (as Weinberg and others have done) but also 
whether or not they were ever really made. Neither in this 
nor in any other of the publications on iatrogenic heart 
disease can data be found to verify patients’ statements 
as to what physicians have told them. 

It may well be argued that there is no way to obtain 
verification of a patient’s statement, certainly not from 
the physician himself. For, if he could make such rash 
verdicts, he could as easily deny them. Often the accused 
physicians are unknown to us, far away, or made the al- 
leged remark years ago. Others may be known or sus- 
pected to be persons of mediocre ability, perhaps ungov- 
erned by idealistic principles and practices in caring for 
their patients. Admittedly such physicians could and no 
doubt do make incorrect and possibly careless diagnoses 
of heart disease. Yet, there is a discrepancy in the fact 
that a large and disturbing number of these dire pro- 
nouncements are ascribed to physicians and consultants 
whom we know to be scrupulously honest, able, and con- 
scientious. Can we be so credulous as to conclude that 
these mature and reputable physicians, whose character, 
attitudes, and actions are stable to the point of day by 
day predictability, have been so unexcusably blunt, indif- 
ferent, and irresponsible? Such actions not only would 
have to be out of character but would lack an extrinsical 
motive on the part of the physician, for a high percentage 
of these patients have been reported to have had no heart 
abnormality whatever. The functional excitations com- 
plained of and occasionally recorded have certainly pro- 
vided no indication for any specific treatment, caution, 
or foreboding. In recent years, curiosity about this dis- 
crepancy has prompted me to question a number of phy- 
sicians as to just what they had found and just what they 
had said to 10 of their patients. In each instance, the phy- 
sician reported that no heart disease had been found and 
that the patient had seemed nervous and apprehensive 
and had been reassured. These physicians were genuinely 
amazed at the statements credited to them. It is more 
startling when our own patients seem to “put words into 
our mouths.” One of mine said, “You know you told me 
when you examined me last time that I had a weak heart 
and that I would have to be careful.” In this instance my 
records were explicit, the finding and advice were op- 
posite. 

PRESENCE OF HEART SYMPTOMS BEFORE THE 
IATROGENIC STATEMENT 

The natural history of cardioneurotic syndromes sug- 
gests strongly that they are of longer duration and more 
complex cause than has been assumed by the simple 
iatrogenic concept. Although in iatrogenic heart disease 
the importance of predisposing factors, both constitu- 
tional and psychological, has been stressed by some au- 
thors, it is not generally recognized that patients who 
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have been thought of as suggestible subjects and psycho. 
logically predisposed persons are persons who have been 
basically and sometimes seriously neurotic long before 
the physicians’ alleged suggestions. Except for an occa- 
sionally heart-wise shift in attention, it has yet to be 
shown that any important complaints or symptoms have 
developed in these patients since the supposed iatrogenic 
episode that they did not have before it. May not what 
we have come to think of as predisposition be essentially 
the disease itself, a chronic anxiety neurosis that is or- 
dinarily masked except in phases of acute aggravation 
and subpanic? 

The above-mentioned 10 patients with supposedly 
iatrogenic heart disease were studied carefully with re- 
spect to previous nervousness and heart symptoms. In- 
terviews with members of their families furnished essen- 
tial confirmatory and supplementary information. Ip 
each instance, anxiety attacks with accompanying car- 
diac manifestations had occurred earlier in the lives of 
these patients, brought on then by other supposed causes, 
An illustrative case follows. A successful business man- 
ager, aged 35, requested consultation “mainly to see 
about his heart.” He stated that for the past six months 
he had suffered from attacks of “heart pounding,” ac- 
companied by dizziness, weakness, sweating, and a feel- 
ing of suffocation. These symptoms, though mild at first, 
had increased in frequency and severity to the point of 
some disability and absenteeism. The first attack had 
awakened him early one morning, after a somewhat rest- 
less night, and most episodes had occurred between dawn 
and the time he was supposed to be at his office. During 
recent weeks a choking sensation had developed on 
awaking, with paroxysmal coughing and frequent gag- 
ging. On numerous occasions these symptoms had 
caused him to lose his breakfast. He had practically given 
up trying to eat in the morning and complained of gen- 
eral irritability, fatigue, and weight loss (15 Ib. [6.8 kg.]). 
He felt at times that his heart had an irregular beat and 
seemed to “turn over.” The patient was of medium height 
and weight, alert, a little watchful and jumpy, and some- 
what pale. He appeared ill at ease, fidgety, and asked to 
smoke twice during the interview. The patient’s muscles 
were flabby and deep reflexes over-active. On listening to 
the chest, more than the normal axillary perspiration ap- 
peared. The heart rate was slightly accelerated, with in- 
frequent ectopic beats. These were shown on an elec- 
trocardiogram to arise from an auricular focus. Fluoro- 
scopic study was normal. Other aspects of the physical 
examination, including neurological study, were within 
normal limits. While waiting for laboratory reports, fur- 
ther inquiry was made about the circumstances possibly 
related to the onset of this patient’s illness. At first, no 
events or situations could be recalled. When pressed for 
the cause of his attacks, the patient finally confessed that 
he really believed his nervous condition was due to 
shock. This was.confidentially ascribed to having learned 
that he had a bad heart. The day before his first attack, 
an insurance examiner “told me my heart was missing 
beats pretty bad and I'd better take it easy.” It came out 
later that this patient was taking out extra insurance be- 
cause he had become increasingly apprehensive about 
his health during the past two years. Further history dis- 
closed that exactly similar symptoms occurred 15 years 
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before, when he “overdid himself” in a college swimming 
contest. Temporary rest at home had been necessary. 
A subsequent conversation with this patient’s mother re- 
vealed that in high school he had sustained like attacks 
requiring home treatment. 


FEAR OF HEART DISEASE IN PATIENTS WITH 
CARDIAC NEUROSIS 

In a cardiac neurosis, a patient’s intense preoccupation 
with heart complaints, his obvious apprehension, and his 
verbalized worry about his heart have long been accepted 
as bona fide evidences of a genuine fear of heart disease. 
Yet, contrasted to a healthy man’s grudging distaste for 
q heart attack or the implications of heart trouble, this 
fear of the nervous patient is of a different sort. It is char- 
acterized, not by a reasonable uncertainty about the 
status of the heart, to be clarified by expert opinion as 
soon as possible, but by a persistent obsession that some- 
thing is wrong with the heart. The prevalence of this 
grievous fixation has been estimated by Oille,® who states 
that almost 60% of the patients who consult a cardiac 
specialist are suffering either from an exaggerated or 
wholly unnecessary anxiety about their hearts. That pa- 
tients with cardiac neurosis have an exaggerated anxiety 
about their hearts appears to be amply confirmed in 
clinical experience and reports; however, the nature and 
possible significance of this anxiety deserve more careful 
scrutiny. In common with other obsessive bodily appre- 
hensions, those fixed on the heart are unrelieved by com- 
petent examinations and statements that the organ is en- 
tirely sound. In common with other hypochondriacal pa- 
tients, those with cardiac neurosis repair to physician 
after physician seeking another reassurance about the 
heart. This sort of behavior suggests strongly that their 
anxiety about their hearts is necessary to these persons. 
What can be the nature of the compelling necessity that 
leads to such immoderate apprehension? Do these irra- 
tional and implacable fixations on the heart, similar ex- 
cept for body location to hypochondriacal phobias else- 
where, represent a genuine fear of heart disease? Should 
we take at face value these patients’ somewhat facile car- 
diac objectification of their fears? Although the physio- 
logical nature of anxiety is still unknown, students of 
psychology have maintained consistently that unrealis- 
tic worries confessed by patients with neurotic phobias 
represent symbolic expressions and rationalistic substi- 
tutes for unacceptable threats to the personality. Is it not 
suggested, in patients with a cardiac neurosis, that their 
morbid fixations of attention on the heart symbolize a 
deep emotional, “heartfelt” anguish and perhaps repre- 
sent the displacement of greater and so far undisclosed 
fears? 

As an approach to this problem, the 10 patients pre- 
Viously investigated were accorded brief but intense 
study in an effort to gain a clearer understanding of the 
relationships between their consciously expressed fears 
of heart disease, motor attitudes and outward behavior 
with respect to these alleged fears, and possible under- 
lying motivations for fear. During the history, physical 
examinations, and subsequent summing up of findings, 
the attitudes of the patient toward the supposedly feared 
disease were cautiously scrutinized. In each patient, these 
attitudes indicated a superficial, placid preoccupation 
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rather than a genuine dread of the disease. Statements of 
their fears or of previous iatrogenic events were bland 
and even blasé, but unaccompanied by appropriate mus- 
cular fear components in speech inflection, facial ex- 
pression, and body gesture. The wistful and sometimes 
openly wishful attitudes of these patients toward the dis- 
ease were corroborated by their facial and verbal re- 
sponses to the question: “How would you feel if we did 
find a serious heart condition?” Facial expressions indi- 
cated no dread at this prospect but a mixture of accept- 
ance and resolution. Every reply was hesitant and eva- 
sive. The patient was evidently in a dilemma: “Of course, 
I don’t want you to find anything, but... .” The most 
apprehensive patients admitted tearfully that they would 
be greatly relieved if anything tangible could be found. 
With the cue from these observations and from the 
almost uniform history of previously ineffective reassur- 
ance and subsequent medical shopping-about, the 
method of study now became deliberately oblique. After 
the usual technical diagnostic procedures, these patients 
were told that their examinations did not reveal heart 
disease now; that, however, the early stages of some dis- 
eases were hard to detect; and that the strength of any 
man’s heart was difficult to estimate in terms of the years 
ahead and the pressure of continued nervous tension. It 
was pointed out, moreover, that their long and distress- 
ing symptoms were more complicated than just a simple 
question of heart disease and that a final diagnosis would 
have to be delayed until the over-all picture had been 
further studied. Hasty diagnosis were frowningly de- 
plored and a truthful, but indefinite, statement was made: 
“TI don’t know yet what the whole trouble is.” Appoint- 
ments were requested for other minor tests, quite reason- 
ably regarded as possibly helpful in further study (sedi- 
mentation rate, basal metabolic rate, hematocrit check, 
and phenolsulfonphthalein test). On each of several re- 
turn visits, these patients were seen for 20 minutes and 
the patient-physician relationship was strengthened by: 
(a) concerned attention to the continued complaints 
and disability; (b) reemphasis on physical symptoms by 
brief partial reexaminations; (c) wary avoidance of spe- 
cialistic techniques (probing for childhood, family, or 
sex conflicts) or of implication of personality defects (in- 
variably interpreted by these patients as mental defects) ; 
and (d) by genuine human interest in the patient as a 
person: his work record, social activities, recreations, 
and position as an individual member of his community. 
Two of the patients failed to keep their subsequent 
appointments, possibly as a result of resistances to study 
or treatment that I have described elsewhere.*® In the 
eight who cooperated in the continued diagnostic survey, 
good rapport was established. As the physician-patient 
relationships warmed, these persons stopped talking 
about heart disease and began to openly admit having 
had excessive nervousness and tension, often for years. 
Soon they voluntarily disclosed situational conflicts in 
family or work that they supposed (usually also rational- 
istically) to be causing their troubles. Each of these pa- 
tients indicated in subsequent statements (usually in a 
guarded, confidential expression to the physician or in a 
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querulous, obviously reassurance-seeking offhand re- 
mark) that for some time they had had a dread of mental 
illness. Sample remarks were: “It couldn’t be mental, 
could it, Doctor?”; “I sometimes wonder if I’m losing my 
mind”; “For six weeks I’ve felt like blowing my top”; 
“Doctor, I feel confused and unreal.” One particularly 
tense and tearful patient, utterly convinced that her phy- 
sician had been right when he (according to her account) 
told her that her heart was “just a paper-thin shell,” 
finally blurted out, “It’s just got to be physical or it must 
be mental.” 


INEFFECTIVENESS OF REASSURANCE 


The numerous publications on cardiac neurosis, iatro- 
genic or otherwise, uniformly stress the need for complete 
assurance as to the soundness of the heart. We are warned 
that failure to reassure emphatically contributes to the 
persistence and intractibility of the illness. These oft- 
repeated notions about the need and efficacy of reassur- 
ance follow, quite logically, prevailing assumptions as to 
the nature of the patient’s anxiety; yet insufficient atten- 
tion seems to have been given to the over-all responses 
to such back-thumping optimism. The literature is nota- 
bly bare of follow-up descriptions of results. Weinberg * 
makes a distinction between cardiac neurosis and iatro- 
genic heart disease. He recognizes that a neurosis is 
largely dependent on an intrinsic defect in the personality 
and observes correctly that the neurotic patient is dis- 
appointed when told that the physical examination gave 
negative results. On the other hand, iatrogenic heart dis- 
ease is considered equivalent to a benign nervous state, 
largely the result of external factors, and it is stated that 
the patient expresses satisfaction if informed that there 
is nothing physically wrong. It is my experience that 
closer observation of these patients will show such dis- 
tinctions to be belabored and indefensible and that the 
supposed differences noticed are due to variations in the 
length or current severity of the basic neurotic disturb- 
ance and to our own failure to sift the patient’s real 
attitudes and subsequent behavior by critical observa- 
tion and follow-up studies. 

In recent years, 10 other patients with cardiac symp- 
toms and anxiety about their hearts were carefully 
examined with the customary technical aids to diag- 
nosis. These studies all failed to show structural abnor- 
mality of the heart or other organs. Reassurance about 
the heart was sincere and emphatic. Symptoms were ex- 
plained to the patient as natural physiological accom- 
paniments of concurrent life pressures and tensions. The 
immediate response to this reassurance was keenly ob- 
served, special attention being given to the person’s facial 
expression, gestures, and the tone as well as content of 
his remarks. Each of these patients voiced satisfaction, 
but their behavior showed dissatisfaction. The accom- 
panying attitudes expressed in eye movements, face, 
gestures, and tone of voice indicated that they were dis- 
appointed and not relieved of anxiety. Occasional slips 
of the tongue betrayed their discontent. The over-all 
response was polite and deferential, essentially a luke- 
warm and querulous acquiescence to the verdict. The 
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physician got the distinct feeling that these patients 
wished to say something more but did not know how to 
go about it in the face of such an excellent physical re. 
port. They lingered on departure, asking a few more 
hesitant and not wholly relevant questions about hear 
symptoms. They did not appear reassured. 

Subsequent information was obtained as to what later 
happened to these patients and their complaints. Five. 
apparently still disturbed about their hearts, consulted 
numerous specialists during the following year. Three 
returned to their family physician and continued to 
“doctor” for the same or other symptoms. The remaip- 
ing two had reacted to the consultations noted above 
with greatly increased anxiety and some agitation. One 
of these patients transferred her attention to a pervading 
cancer obsession while in the other, an incapaci- 
tating depression developed with suicidal tendencies— 
requiring extensive psychiatric hospitalization. In strik- 
ing contrast to these standard hypochondriacal re- 
sponses, the normal citizen, when given a routine health 
or insurance examination, needs and seeks no second 
reassurance. Even if a heart defect is found, or if symp- 
toms have arisen from a known structural disease, the 
attitude toward the condition is that of a reasonable ap- 
prehension that is relieved‘in proportion to the reassur- 
ance justified and given. Overly anxious and unreassura- 
ble reactions are singularly absent. In discussing this 
discrepancy, Conner’ concurs: “When the structural 
disease is itself causing severe or distressing symptoms, 
the neurotic symptoms, if present at all, are apt to be 
relatively unimportant. It is in the milder forms of heart 
disease, with few or no real symptoms, that the emotional 
reactions tend to occupy the foreground of the picture 
and demand serious consideration.” 

It is our common bedside experience that most patients 
with serious heart disease, acute or chronic, accept their 
fate courageously, with few complaints or questions. 
When reassurance is required, it usually relates to the 
availability of relief from pain or other distressing symp- 
toms. If the patient fears for his life, as naturally he 
Should, little is said about it. When anxiety is expressed, 
it is less likely to be about self than about the effects of 
the illness on loved ones. The attitudes of these patients, 
whether they suspect the severity of their illness or not, 
suggest that strong reassurance, even if apposite, would 
be unnecessary. If a host of patients who are knowingly 
jeopardized by grave structural heart disease appear con- 
tained and phlegmatic about their condition, it seems 
appropriate to question whether telling a person, in some 
disingenuous, iatrogenic way that “the heart is shot,” 
really precipitates the sort of anxiety that it is supposed to. 
Can ordinary persons be frightened, by physicians or 
otherwise, into excessive anxiety, debilitating cardiac 
symptoms, and an obstinate conviction of heart defect? 
Testing this question, Wheeler, Williamson, and Cohen " 
recently studied 117 adults whose heart shadows (ob- 
served during a community chest roentgenogram tuber- 
culosis survey) were thought to be abnormal. These per- 
sons were requested to appear for heart examination and 
were told that something might be wrong with their 
hearts. Although 43.6% of the group reported being 
upset or apparently were scared, the development of 
cardiac symptoms was inconspicuous. It was concluded 
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that telling an adult that he might have heart disease may 
be upsetting but does not of itself immediately lead to 
cardiac symptoms. 
COMMENT 

Cardiac neurosis is a common and ubiquitous disease, 
occurring in adults of widely divergent ages and varied 
personality types. Most of these persons have been in- 
wardly tense and high strung as far back as they can 
remember. Nearly all admit a tendency to excessive 
nervousness and worry, and this trait seems to phy- 
sicians to be familial and inborn, an impression supported 
by experiments in which the “twin method” was used. !* 
Some younger patients seem to bear up well, often for 
years, under their relatively mild heart symptoms and 
obsessions. Their apprehensions about heart disease ap- 
pear to be easily put out of mind by the pressure of other 
life events. At earlier stages, anyway, they seem to lack 
a compelling drive to find a heart defect, and many of 
these persons no doubt recover. Other patients, by the 
time medical advice is sought, have symptoms that are 
more pronounced. Sometimes an insidious emotional de- 
pression has led to a stifling “heavy heart” sensation 
that is none the less real because it is impossible to de- 
scribe. A constriction in social interests, unrest in crowds, 
and feelings of insulation often progress and undermine 
the patient’s sense. of self-confidence and ability. Irri- 
tability, loss of spark and endurance, dyssomnia, and 
fatigue may have appeared. Many patients, in subpanic 
exacerbations of anxiety and confusion, experience dis- 
tressing tachycardias, arrhythmias, and dyspneas. Worst 
of all, excessive apprehension, vague and without tangi- 
ble objective, has often led to feelings of unreality and to 
a secret fear of mental disease. It is in such a setting that 
a conviction of heart disease appears and leads rapidly 
to a behavior-governing preoccupation. At this stage, 
the need and search for heart defect may become so 
urgent and impelling as to make suggestibility obligatory. 
At such a time perhaps the physician plays an iatrogenic 
role simply by being there. Circumstantially trapped, 
there possibly is nothing he can say or do that may not 
be later interpreted by the patient as indicating a con- 
firmation of heart disease. If the physician says that the 
examinations show nothing wrong, the patient may later 
report: “Dr. X is such a kind man, he couldn’t bring 
himself to tell me what he found.” If the physician finds 
and tells the patient about a minor abnormality, the pa- 
tient’s need may exaggerate it into an “only six months 
left” melodrama. If in taking the blood pressure the 
physician tries shrewdly to make a “poker face,” the 
patient often may guess: “He tried to keep it from me.” 
lf the physician is reassuring as he listens to the heart, 
the patient may immediately grow uneasy and perhaps 
use this pause to say, in a defensive tone, that last year 
Dr. Y found a “considerable leak.” If the physician is 
certain and emphatic in his reassurance, the patient may 
appear chagrined and unconcealably disappointed with 
the verdict. When he takes his leave he may already be 
prepared to state to the next expert that Dr. Z did not 
really understand his case. None of his subsequent state- 
ments about Dr. Z would come so close to the mark. 

To the person who dearly needs to believe something, 
nothing comes to his aid quite so effectively as his recol- 
lections. Our rudimentary and still popular concept of 
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memory as a simple storehouse of reclaimable facts has 
been illuminated by the fundamental investigations of 
Bartlett.'* He concludes that remembering an event is 
not a precise recall (by a mere reexcitation of static 
unchanging memory traces) but rather an imaginative 
reconstruction in which the actual or needed details are 
molded into a remembrance that comports with the per- 
son’s current attitudes. That these prevailing attitudes 
may largely determine just what is remembered has been 
demonstrated in the testimony experiments of Stern." 
When his witnesses were emotionally aroused, their 
testimony as to recalled events was partisan to their 
biased attitudes and wholly unreliable as to the actual 
recorded facts. Details were added, the course of events 
changed or reversed, parts of the incident were deleted, 
and other parts elaborated or misrepresented beyond 
recognition. Some of the dynamic mechanisms possibly 
related to the flexibility of memorial processes have been 
recently discussed by Cameron.'* The evidence suggests 
strongly that recollective action tendencies undergo 
progressive modification in the direction of acceptability 
to the person; thus memory may knit, with confirmatory 
yarns, the fabric for a desperately needed rationalistic 
cloak. This is no proof, of course, that iatrogenicity in 
cardiac neurosis is the outcome of a convenient memory. 
On the other hand, there is no proof that it is not. At the 
moment, the thesis that it is offers an internally con- 
sistent and closely reasoned explanation for the remark- 
able discrepancies observed. 

Mounting concern about iatrogenic heart disease and 
about the problem of iatrogenic illness in general has 
arisen, not from the public but from within the medi- 
cal profession itself. Is this hue and cry about iatrogenic 
sins of commission a genuine self-reproof, or is it essen- 
tially a flattering unction to salve our greater sins of 
omission? There is a real and larger iatrogenic error: 
the neglect of the patient’s personality and behavior 
symptoms that constitute the real “heart” of his illness. 
Some of the factors related to such neglect have been 
discussed by Ebaugh.'® He lists failure to recognize 
existence of emotional factors in illness; inability to treat 
minor emotional disorders if recognized; and lack of 
awareness of the role that physicians’ feelings, attitudes, 
and behavior, play in cause and cure of sickness. 

If a physician conceives of his work as only to de- 
termine the presence or absence of organic heart disease 
now, it may be iatrogenic to his many cardioneurotic 
patients, and their families as well, for him not to have 
recognized their over-all medical needs and to have made 
a little start toward appropriate treatment. It is an atti- 
tude, not his time, that the patient mainly needs from a 
physician at first. A beginning can be made, simply, and 
without prohibitive time-consuming talk, by the use of 
the supportive diagnosis-stalling approaches discussed 
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in this report. Later, in those persons who are not overly 
resistant, practical tactics of follow-through manage- 
ment may be employed with reasonable success. Some 
patients may become sufficiently depressed to require 
hospitalization and psychiatric treatment. Others im- 
prove after supportive treatment and measures aimed 
at gradual reallocation of their energy, talents, and atten- 
tion from self-centered hypochondriasis to outside in- 
terests and activities. The over-all therapeutic objective, 
insofar as psychological forces apply to it, is not so simple 
as to surgically probe for and remove a cause but to 
inspire and influence the patient to use every available 
agency to achieve an optimal balance between his 
adaptive resources and maladaptive processes. The scales 
may be quite often favorably weighted by the attitudes 
of an interested physician,'* whatever his inclination or 
specialty. But he must be alerted to see the somatic com- 
plaint as a signal, be curious and studious in under- 
standing personality dynamics, and willing to assume 
responsibility for all the medical needs of his patients. 
Otherwise, he may cause disease in spite of himself. 
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SUMMARY AND CONCLUSIONS 

In so-called iatrogenic heart disease, it has long been 
assumed that statements or suggestions from the phy. 
sician himself have frightened patients into a state of 
chronic anxiety about their health; however, there js , 
lack of proof as to what the physician actually said, |p 
cardiac neuroses, heart symptoms are present long before 
the supposedly precipitating “iatrogenic” statement o; 
suggestion. There is no evidence to show that patients 
with cardiac neurosis really fear heart disease; on the 
contrary, their over-all behavior suggests that they need 
and seek a tangible organic defect, perhaps as a rational 
istic lesser-evil defense against suspected mental illness. 
In these patients, reassurance that the heart is sound js 
not only ineffective but commonly aggravates anxiety 
and other symptoms. Iatrogenicity in cardiac neurosis 
may therefore be best considered to represent not errors 
of commission but of omission, in neglecting the over-all 
medical needs of the patient. 

17. Houston, W. R.: The Doctor Himself as a Therapeutic Agent, Ann 
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OBSERVATIONS ON THE CLINICAL 


AND BRAIN WAVE PATTERNS 


OF PROFESSIONAL BOXERS 


Harry A. Kaplan, M.D. 


Jefferson Browder, M.D., Brooklyn, N. Y. 


In the past 22 years about 44,000 patients with head 
injuries have been treated on the neurosurgical service 
at Kings County Hospital. In all this experience with the 
problem of craniocerebral trauma, few of these came 
under critical observation within one hour after injury. 
Hopeful of supplementing our knowledge of the precise 
sequence of clinical events that transpire immediately 
after a head injury, we accepted the offer of the New 
York State Boxing Commission to participate in a study 
on the effects of blows to the head sustained by profes- 
sional fighters. Although the blows to the head inflicted 
in the boxing arena are for the most part milder than 
those sustained by the average patient admitted to the 
hospital after a street accident, the observations in this 
study have supplemented our ideas about human re- 
sponses to mild cerebral trauma. 

MATERIAL AND METHOD 

The report comprises the study of the physical factors 
and brain wave patterns of 1,043 subjects, including all 
divisions and types of professional fighters. One or more 
electroencephalograms was made for each subject, the 
total number of such examinations for the entire study 
being 1,400. Forty subjects had this examination repeated 
in an anteroom off the ringside within 10 minutes after 
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losing a fight. The historical data on each fighter were 
obtained from the files of the New York State Boxing 
Commission. The study was carried out in three parts: 
clinical observations at the ringside, cinematography, and 
electroencephalography. One of us (H. A. K.) accepted 
an assignment as a ringside physician to observe the 
types and styles of fighters, the relationship of physical 
fitness and experience to performance in the ring, and 
the effects of blows inflicted to the head. Immediately 
after the contest, especially after a knockout, further 
observations of the defeated contestant were carried out 
in the dressing room, where notations were made regard- 
ing alertness, memory, speech, pupillary reaction, extra- 
ocular movements of the eyes, nystagmus, and motor 
performance, including gait. Sixteen millimeter regular 
and slow-motion pictures of particular fight sequences 
were made by us for analysis at a later date. The motion 
pictures allowed us to study in detail all phases of the 
head blows, fortifying or refuting ringside impressions 

All electroencephalography was performed with rou- 
tine measured placements of 14 scalp and 2 ear elec- 
trodes. Scalp-to-scalp and scalp-to-ear recordings were 
made. Routine complete scalp coverage with inclusion 
of two periods of hyperventilation was carried out. These 
recordings were made with a six-channel Medcralt, 
Model C, electroencephalograph at the offices of the 
New York State Boxing Commission in New York City. 
In addition, a four-channel Medcraft electroencephalo- 
graph was made available at the Eastern Parkway Box- 
ing Arena in an anteroom about 100 ft. from the ring. 
Defeated contestants were taken directly from the ring 
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to the anteroom, where within about 10 minutes after 
the cessation of either a four, six, or eight round bout 
(three minute round) electroencephalography was be- 
gun. 

RESULTS 

Observations at the Ringside.—For the most part 
fighters may be divided into two types, slugger and boxer. 
A slugger is a rugged, heavily muscled, strong person. 
His gait is swaggering with a lack of nimbleness. He 
depends primarily on offensive tactics, charging in head 
first, trying to wear his opponent down by sheer brute 
strength, and willing to accept blows in an effort to 
maneuver the opponent into a favorable position for a 
knockout. Punches are poorly timed and either short, 
forceful, and jolting, or wildly swinging in character, 
relying heavily on a knockout blow to win the fight. A 
boxer is usually a lean, agile, graceful person who de- 
pends equally on defensive and offensive tactics to win 
the fight and in the main with repetitive punches. Blows 
are thrown quickly and accurately, singly or in combi- 
nation, but less forcefully than those of the slugger. The 
ability to avoid punishment by blocking, slipping under 
punches, and fast footwork make up for the lack of brute 
strength. He not only is able to learn the lessons of box- 
ing but also is capable of carrying them out. There are 
fighters who have qualities of both sluggers and boxers. 
Many primitive fighters who fight with little finesse are 
often considered as sluggers. 

Performance in the ring parallels closely the physical 
fitness and experience of a fighter. Physically fit fighters 
who lack experience in pacing themselves fatigue quickly. 
Experienced fighters who are not physically fit also tire 
readily and lose their finesse. Because of fatigue the 
fighter drops his guard and is unable to react quickly in 
defense. In the event fatigue becomes excessive, the 
referee may declare a technical knockout in order to pre- 
vent unnecessary injury. It is not uncommon in the slug- 
ger group, especially those in the lower ranks, for both 
contestants to overexpend themselves during the early 
phases of the contest. They are not only unable to defend 
themselves but, because of weariness, they punch with 
less force. 

The effectiveness of the blow appears to be in direct 
proportion to the speed with which the fist travels and 
the manner in which it is delivered. A wildly thrown, 
wide-are swing is not nearly as telling as a straight punch 
from the shoulder or as a short-are thrust with the 
shoulder movement in direct line with the extremity. 
Blows landing on the chin or side of the head in the 
anterior temporal region seemingly produce the most 
knockouts. Relatively few blows in a single contest are 
truly effective. By effective blow is meant one that pro- 
duces some alteration in the conscious state. For a 
fighter to become dazed by a head blow more than once 
ina bout is unusual. In the last 100 bouts observed only 
4 ended as knockouts. On rare occasions, both fighters 
may be sluggers and carry on a continuous barrage of 
blows to the head, none of which is sufficiently effective 
to produce a knockout, but severe nonetheless. The 
majority of head blows appear to be dissipated on the 
surface, there being no obvious evidence of the force 
being transmitted to the structures within the intracranial 
cavity. A solid punch may cause the fighter to pause 
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momentarily, lower his guard, reach for his opponent, 
clinch, drop to his knee, or fall completely prostrate. 
Less effective blows may produce a transitory blank ex- 
pression. Under these circumstances the head is flexed 
and the arms moved about somewhat aimlessly in an 
attempt to ward off the opponent. A dazed fighter is an 
easy target for a knockout blow. Seemingly a fighter may 
weather a punch of particular force at one time that may 
quickly lead to a knockout if the same punch is landed 
immediately after a less effective blow has dazed the 
fighter. 

Knockouts are of two main groups: the 10 second and 
the technical knockout. A 10 second knockout is de- 
clared when the contestant can no longer resume fighting 
after being knocked down and the referee has tolled off 
10 seconds. A fighter, when knocked out, may lie in a 
variety of postures: flat on his back, on his stomach, with 
his head on the mat, or at times with the head resting on 
his arm. He may turn about, or even sit up, but seldom 
attempts to rise immediately. When arising in a dazed 
state, he lurches about attempting to gain equilibrium. 
Most often, if struck solidly, he falls and remains quiet 
for two to five seconds, then rests on one arm for the 
remainder of the count. Rarely does a fighter remain 
immobile after a 10 second count. Most often, after the 
count of 10, he is able to assume the erect posture with 
slight assistance. Usually his gait is momentarily un- 
steady, but after a minute or two of rest he walks about 
quite well and is able to leave the ring unassisted. Exam- 
ination in the dressing room of a fighter who has been 
knocked out usually reveals an emotionally upset but 
alert young man who answers questions readily and 
rationally. Formal neurological examination fails to 
show any gross abnormalities. Rarely will the fighter 
admit dizziness or headache, the chief complaint being 
that the fight was lost. 

A technical knockout is declared when the bout is 
ended by the referee to prevent a boxer from receiving 
injury or for any reason other than a count out or dis- 
qualification. Severe cuts about the head, excessive fa- 
tigue, or one contestant being hopelessly outclassed by 
another may lead to the declaration of a technical knock- 
out. The majority of technical knockouts are called for 
reasons other than evidence of cerebral dysfunction. 

Cinematography.—The foregoing ringside observa- 
tions were subsequently more critically analyzed with the 
aid of slow-motion photography. This was an important 
facet in our approach to the problem. Through the study 
of these records taken by us at the ringside, the outstand- 
ing feature revealed was that relatively few blows were 
solidly struck in any contest. A good fighter is a con- 
stantly moving target with one hand jabbing the oppo- 
nent to keep him off balance. The semicrouched position, 
with the boxing glove shielding the head, and with the 
arms and elbows covering the torso, leaves little room 
for a blow to reach the target. Weariness, inexperience, 
or a feinting jab may momentarily cause these barriers 
to be removed and allow an effective blow to reach its 
intended mark. Most often the blows glance off the 
shoulder, arms, or glove, thereby diminishing the ac- 
curacy and force of the punch. Two evenly matched 
fighters may lead with few preset punches. They more 
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often counterpunch while moving away from the oppo- 
nent or may swing wildly when in a melee. The latter 
type of fighting is associated with wide-arc, circuitous 
blows that either completely miss the target or land tan- 
gentially. A good part of many bouts is made up of 
clinching and hitting with one hand while holding the 
opponent’s extremities against the chest with the arms. 
Many a right or left hook aimed at the jaw loses its 
effectiveness because of the mobility of this structure. 
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Fig. 1.—Percentage of 1,043 fighters of each electroencephalographic type. 
The electroencephalographic groups are: C= classical; I = irregular; 
SSA = slightly slow anterior; MSA = moderately slow anterior; SSD = 
slightly slow diffuse; MSD = moderately slow diffuse; FD = focal dys- 
rhythmia; BHV = build-up on _ hyperventilation; PDHV = paroxysmal 
dysrhythmia following hyperventilation; PDS = paroxysmal dysrhythmia 
spontaneous; LV = low voltage; FA = fast. 


Often a fighter, aware of an oncoming blow, allows his 
head to ride along with the blow and thereby diminishes 
its effectiveness; in other words he rides with the punch. 

Electroencephalography.—In an endeavor to utilize 
fully the information that might be derived from a study 
of the electroencephalogram, the findings were classified 
according to 12 types of patterns as follows: 1. The clas- 
sical pattern consists of constant, even, well-formed 10 
per second alpha frequency in the parietal, occipital, and 
temporal regions and low voltage beta activity in the 
frontal area. Few delta waves are found in this type. 
There are 132 records of this type. 2. The irregular pat- 
tern consists of a wave frequency mainly at the alpha 
and beta range, but the waves are irregular in form and 
amplitude and there is little delta activity present. There 
are 237 records of this type. 3. The slightly slow anterior 
pattern consists mainly of moderate voltage, five to seven 
per second frequency, but with a fair amount of low 
voltage beta and alpha activity intermixed and super- 
imposed in the frontal region and constant, well-formed 
10 per second alpha posteriorly. There are 397 records 
of this type. 4. The moderately slow anterior pattern 
consists mainly of moderate voltage, four to seven per 
second waves, with little beta and alpha activity in the 
frontal region and well-formed alpha waves posteriorly. 
There are 139 records of this type. 5. In the slightly slow 
diffuse wave pattern, over 50 to 80% of the total 
waves are in the five to seven per second range, al- 
though some of the slow waves have a superimposed 
faster frequency. There are 149 records of this type. 6. 
The moderately slow wave pattern has over 80% of the 
record in the four to seven per second wave range. There 
are 42 records of this type. 7. The fast pattern record 
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consists of evident activity above 14 per second in aj 
leads. There are 53 records of this type. 8. The foca] 
dysrhythmic pattern is characterized by slow-wave o, 
spike formation in a single region on one side of the 
head. There are 35 records of this type. 9. The build-up 
on hyperventilation pattern refers to the displacement of 
alpha and beta by slow activity or increase in the amount 
of slow activity already present when deep breathing jg 
carried out. There are 191 records of this type. 10. The 
paroxysmal dysrhythmia following hyperventilation pat. 
tern refers to burst activity below the alpha range. There 
are 172 records of this type. 11. The paroxysmal dys. 
rhythmia spontaneous pattern refers to burst activity 
below the alpha range occurring spontaneously. There 
are 36 records of this type. 12. The low voltage pattern 
has waves predominantly below 30 nv in amplitude. There 
are 79 records of this type. Whenever a record con- 
tained features that corresponded to one of the 12 cate. 
gories it was included in that classification. This ac. 
counts for the total classification being greater than the 
total number of records. The greatest percentage of 
fighters was found in the slightly slow anferior type of 
pattern (fig. 1). 

Correlations.—The physical features and perform. 
ance data of each fighter were then tabulated for cor- 
relation with the electroencephalogram. Specifically, the 
age of the contestant, the number of fights (both am- 
ateur and professional), the rating of the fighter in rela- 
tion to the title holder, the type of fighter, the weight 
division, the number of wins or losses, and the number 
of losses by technical or 10 second knockouts were the 
items used in the correlations. A statistical evaluation 
was carried out by means of the chi-square test. The 
records were divided into two groups. The better organ- 
ized electroencephalographic types consisted of classical 
and irregular pattern records, and the more disorgan- 
ized contained the moderately slow anterior, the mod- 
erately slow diffuse, and the paroxysmal dysrhythmia 
spontaneous groups. A comparison of these groups of 
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Fig. 2.—Percentage of fighters in electroencephalographic groups accord- 
ing to age. 
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tracings in relation to the highest and lowest classes of 
each of the criteria of the physical features and perform- 
ance data was carried out. 

Age of Contestants: The fighters were placed into 
three classes according to age, namely, those younger 
than 25 years, those between 25 and 30 years, and those 
older than 30 years. In figure 2 is depicted the percentage 
of those classes as they occur in the electroencephalo- 
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graphic types. Well-organized electroencephalographic 
patterns are found less often in the class below 25 years 
ofage than in the older age groups. Furthermore, a larger 
percentage of the records of the older age groups fall 
into categories 7 and 12 (fast and low voltage). This dif- 
ference may be explained in several ways. The younger 
age class has less mature records, whereas the age class 
over 30 years has, as might be expected, ontogenetically 
faster and lower voltage records. Another explana- 
tion may be the presence of a better alpha record in the 
more capable fighters who, because of their superior 
performance, are able to continue in this sport for a 
longer period of time. There is no significant statistical 
relationship of the age classes with electroencephalo- 
graphic types. 

Number of Fights: The fighters were divided into three 
classes according to the total number of bouts (amateur 
and professional). The classes consist of those who en- 
gaged in less than 25 contests, those who fought between 
25 and 50 bouts, and those whose experience was greater 
than 50 bouts. These data are illustrated in figure 3. The 
classical electroencephalographic type (type 1) has a 
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Fig. 3.—Percentage of fighters in electroencephalographic groups having 
less than 25, 25 to 50, or over 50 fights. 
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greater percentage under 25 bouts; the irregular type 
(type 2) a greater percentage over 50 bouts. The slightly 
slow anterior type has a greater percentage under 25 
bouts and the moderately slow anterior over 25 bouts. 
There is no significant statistical relationship between 
the extreme “number-of-fights” classes and the types. 
Rating: The fighters were divided into three classes 
depending on the rating of the fighter in relation to the 
champion. The first class consists of the 10 most likely 
contenders for the title, the second class comprises those 
rated 10 to 20, and the third class all remaining fighters. 
Figure 4 illustrates the percentage of the ratings in the 
various electroencephalographic types. The ring rating 
is uniform with few exceptions. In the moderately slow 
diffuse wave types the top rated fighters are found in a 
smaller percentage than the lower rated fighters. The top 
rated fighters are more prominent in the low voltage and 
fast types. The statistical results are in the direction of 
those with the lower ring ratings having the greater per- 
centage of electroencephalograms with more disorganized 
patterns, The probability that the obtained difference 
between the groups occurred by chance is only 1/50. 
Sluggers and Boxers: No subdivisions of the two 
classes sluggers and boxers were utilized. Figure 5 illus- 
trates the percentage of each class in the various types. 
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The sluggers and boxers are equally distributed through- 
out all the types. There are no significant statistical re- 
lationships of the slugger and boxer classes with the 
electroencephalographic types. 

Weight Divisions: According to weight, the fighters 
were divided into three classes. This classification com- 
bines heavy with light heavyweight, middle with welter- 
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Fig. 4.—Percentage of fighters in electroencephalographic groups accord- 
ing to ring rating. 





@ 1-10 RATING 
0) 10-20 RATING 
B 20 Pius Rating 


nn 
° 
T 


PERCENTAGE 


6 








UNAAAAAANAAAAAAAARAD 
4 Baa S a Mn a DO w»ay 


@e DSS 


FO ®BHV PDHV 
EEG GROUP 


weight, and light with featherweights. There were too 
few fighters in the bantam and flyweight divisions for a 
statistical analysis, the total being only 13 subjects. Fig- 
ure 6 illustrates the percentage in the various arbitrary 
divisions. The weight divisions are evenly distributed in 
percentages throughout all the types. There is a greater 
percentage of heavy and light heavyweights and middle 
and welterweights than light and featherweights in the 
classical electroencephalographic type. The same holds 
true for the slight and moderately slow diffuse types. 
There is a greater percentage of the combined light and 
featherweight class in the slow anterior pattern types. 
There are no significant statistical relationships of the 
weight classes with the electroencephalographic types. 

Wins and Losses: The fighters were classified accord- 
ing to the number of wins and losses as follows: those 
winning 75% or more of the contests, those winning 50 





SLUGGER 
@ soxer 


” 
°o 


PERCENTAGE 


y 


7) 
Y 
y 
y 
y 


re) 








RXXARRRA AANA 


+ DDD SSS SS 


tA 
AY , OZ OZ 
FO BHY PDHV PDS * F 


EEG GROUP 


c a 


v 


Fig. 5.—Percentage of fighters in electroencephalographic group accord- 
ing to type of fighter. 


to 75%, and those losing 50% or more of their fights. 
Figure 7 illustrates the outcome of this correlation. The 
percentage of each of these three classes is about equal 
in each electroencephalographic type. There is no sig- 
nificant statistical relationship between the extreme 
“wins-and-losses” classes and the electroencephalo- 


graphic types. 
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Technical or 10 Second Knockouts: The fighters were 
placed in one of three classes, 1 to 5, 5 to 10, or over 10, 
depending on the number of times they had lost a fight by 
a technical or 10 second knockout. Figure 8 illustrates the 
outcome of this correlation. Those losing the smaller 
number of bouts by knockout (10 second and technical) 
are found in greatest percentage in the better organized 
patterns, i. e., in the classical and irregular types. Con- 
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Fig. 6.—Percentage of fighters in various electroencephalographic groups 
according to weight. 


trariwise, those losing the greatest number of bouts by 
knockout are found in greatest percentage in the 
slow-wave electroencephalographic types. Interestingly 
enough, those falling in the moderately slow diffuse pat- 
tern, the type with the greatest amount of slowing, lost 
fewer than 10 of their fights by knockout. Fighters sub- 
jected to the greatest number of knockouts are found in 
greater percentage in the paroxysmal dysrhythmic spon- 
taneous type, while those subjected to the fewest knock- 
outs are found in the paroxysmal dysrhythmic hyper- 
ventilation type. There is no significant statistical rela- 
tionship between the “technical and 10 second knockout” 
classes and the electroencephalographic types. 

Later Electroencephalograms.—One hundred ninety- 
seven of the 1,043 fighters had from one to six repeat 
examinations. The interval between examinations was 
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Fig. 7.—Percentage of fighters in electroencephalographic groups winning 
75%, 50 to 75%, or losing 50% of their fights. 


less than one year in 141 subjects; between one and two 
years in 29; between two and three years in 21; and be- 
tween three and four years in 6. Repeat records were 
obtained as a routine check in some cases, after difficult 
fights in others, and by request of the electroencephalog- 
rapher in still others. Eighteen of the records repeated 
after a one year interval, 14 repeated after a two year 
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interval, and 3 repeated after a three year interval showeg 
no change. Many of these examinations were made op 
persons who had fought frequently during the years be. 
tween examinations. Forty-eight records showed alterg. 
tions from their previous pattern: increase of slo 
activity and development of paroxysmal dysrhythmia: 
improvement in form, amplitude, regularity, and fre. 
quency of the alpha; in a few, less paroxysmal dysrhyth. 
mia; and in others, less slow activity. 
Forty subjects had repeat electroencephalograph 
performed in an anteroom off the ringside within 10 mip. 
utes of losing a fight either by technical knockout or deci. 
sion. These records show no constant change from their 
prefight records. Artefacts are frequently seen, especialh 
in recordings from the frontal leads because of exces. 
sive sweating. Defeated contestants were checked, even 
though no severe head blows were obviously sustained 
in order to study the effects of strenuous exercise alone 
on the electroencephalogram. No change necessarily {ol- 
lowed exertion alone. Although none of this group of 4 
subjects sustained a 10 second knockout, a number had 
been dazed by a head blow at some time during the 
match, which in many instances led to a technical knock- 
out. A comparison of the prefight and postfight electro- 
encephalographic records showed no gross changes. 
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Fig. 8.—Percentage of fighters in electroencephalographic groups 
ing to number of knockouts. 


COMMENT 

The popular appeal of the sport of boxing has at- 
tracted both laymen and physicians, some of whom, 
among other comments in their writings, have stressed 
the sad result of a career of boxing. The derogatory re- 
marks have by far outweighed those favoring the sport 
Most of the adverse statements, especially those of man) 
commentators, have been based for the most part on 
impressions and theoretical concepts. Several physicians 
who have written on the subject have freely admitted that 
their views have been founded on the statements given 
to them by laymen. Many speak freely of personal ob- 
servations on boxers who have become punch drunk. 
Yet, when they are questioned as to the extent of their 
knowledge of the supposedly punch drunk ex-fighters, 
they admit that they know nothing of his intellectual 
capacity during his prefight years, his environment, his 
heritage, or his educational advantages. Certainly 4 
bashed-in nose, scars over the eyes, and cauliflower eats 
are not indexes of cerebral dysfunction. The frequent) 
quoted article by Martland’ implies that petechial hemor- 
rhages occurred in the brain in professional boxers com- 
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arable to those found at autopsy in patients succumbing 
to accidental trauma to the head. There is no docu- 
mented evidence in his article to support this contention. 
No brain specimens of boxers were examined. Further- 
more, it is stated that the fighter who is regarded as punch 
drunk is said to have a syndrome comparable to that of 

aralysis agitans (Parkinsonism). In our clinic for pa- 
tients with paralysis agitans there is nothing to suggest a 
oreater susceptibility of fighters to this syndrome than in 
the average populace. 

We are in no way implying that professional boxing is a 
mild sport free from bodily hazard. Certainly much phys- 
ical punishment is sustained, with occasional severe injur- 
ies, and even death, resulting; nevertheless, the amount of 
damage that may be inflicted to the brain by a blow to the 
head with a gloved fist, during a properly conducted 
professional boxing contest, rarely produces cerebral 
changes demonstrable by any test that we have at the 
present time. For example, one fighter still active in the 
ring to date has fought 200 amateur and 170 professional 
bouts. Interestingly enough, a recent electroencephalo- 
oram disclosed a so-called classical or completely nor- 
mal record, and by physical examination no abnormal- 
ities were demonstrable. However, it is well known that 
severe damage to the brain may result in a professional 
fight. We have seen a total of five brains at autopsy over 
a period of 26 years derived from boxers who died be- 
cause of injuries sustained in the ring. All these deaths 
resulted from a fall backward as a consequence of a blow 
to the head. This type of trauma is similar to an injury 
sustained when a person is struck by an automobile and 
the body thrown to the pavement. The brain is shifted 
in the cranial cavity and not infrequently produces bi- 
frontotemporal lacerations and at times associated mes- 
encephalic hemorrhage. Fortunately, a blow that causes 
the boxer to fall backward and strike his head on the mat 
is infrequent. The resilient mat in use at present affords 
some protection from this hazard. 

It is to be remembered that loss of consciousness may 
be produced in the ring by a blow to parts of the body 
other than the head. Carotid sinus stimulation may at 
times produce a loss of consciousness, which could be 
the cause for occasional knockouts, following a blow 
to the neck. Moreover, loss of consciousness, among 
other things, may follow a blow to the epigastrium. It is 
readily understood that contact trauma to the head is 
by far the most common cause for the loss of conscious- 
ness. It is still our belief that cerebral concussion in man 
is a clinical syndrome that may be associated with, but 
unrelated to, a variety of cerebral pathological states. 
It is characterized by loss of awareness of the surround- 
ings, probable but unknown changes in vital signs, and 
with flaccidity of the skeletal musculature, all of which 
are reversible. Furthermore, a patient may be comatose 
as the result of a brain injury yet have predominantly 
alpha and beta waves in the electroencephalographic 
record. We have seen nonresponsive patients with head 
injuries whose electroencephalographs show spontane- 
ous change from a slow to an alert pattern, this occurring 
without any evidence of external stimulation. Seemingly, 
the cortex of the brain is able to function in varying de- 
grees irrespective of the state of consciousness. It ap- 
pears that there is in the brain an area that is concerned 
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with attention and that may be altered to alertness or lack 
of awareness by a blow to the head. It is common knowl- 
edge among boxers that a particular blow may stun the 
opponent and a similar, but somewhat less forceful blow, 
alert him. A professional boxer, after delivering a blow 
to the head that dazes the opponent, will resort to a blow 
to the epigastrium as a following punch for fear of alert- 
ing the opponent with an ineffective head blow. As the 
guard is lowered, the third blow will be thrown to the 
head for a knockout. 

Relatively few blows in a single fight are effective. In 
an average 10 round bout, approximately 1,000 punches 
are struck to various parts of the body. When one con- 
siders the comparatively few times in a fight that a knock- 
down or dazed state occurs, it is understandable that most 
blows are either deflected or miss their mark completely. 
One of us (H. A. K.) asked Jack Dempsey about the 
number of effective head blows sustained by a boxer in 
a single fight. His answer was that possibly one in a thou- 
sand hit the mark. One must remember that when a 
fighter like Jack Dempsey in his prime struck a person 
effectively, that is solidly on the head and with the per- 
son not being set for it, unconsciousness usually resulted. 
Yet, Jack Dempsey has fought many 10 round bouts 
without knocking out his opponent. 

Some boxers are more susceptible to being knocked 
unconscious than others. This, we believe, everyone will 
agree to, both physicians and laymen alike. A person 
with a so-called glass jaw is one who is easily rendered 
unconscious with a head blow, while the one with a 
“cast iron jaw” can take the same kind of punishment 
without obvious effect. In a series of 100 consecutive pro- 
fessional bouts observed by one of us (H. A. K.), there 
were 4 knockouts where the fighter took the full count 
of 10. Each of these fighters recovered promptly and 
was able to leave the ring unassisted. While one of us 
(H. A. K.) was acting as a ringside physician at profes- 
sional boxing matches once a week over a three year pe- 
riod, not a.single contestant was observed to be unable to 
leave the ring under his own power. Occasionally a boxer 
may be dazed. However, it is uncommon for such an 
occurrence to be repeated more than twice in any bout. 
At the present time referees are instructed to declare a 
technical knockout whenever a contestant shows in- 
ability to protect himself as a result of an unduly pro- 
longed dazed state. 

The frequent statement that sluggers receive more 
head blows than boxers seems to be true. Our electro- 
encephalographic material failed to indicate that slug- 
gers had more abnormal records than did boxers. Actu- 
ally there were fewer sluggers in the most abnormal or 
the moderately slow diffuse wave type than in the classical 
type. Study of the slow-motion pictures indicates that 
few blows of the slugger strike solidly, most of them 
being short of their mark or striking the target tan- 
gentially. The total number of fights was not a factor in 
determining the type of electroencephalogram to be 
found. It is our belief that the electroencephalographic 
pattern of professional fighters, as well as members of the 
general populace, may be more inherent in the person 
than secondary to occupational pursuit. After fighters 
were classified and placed into appropriate electroen- 
cephalographic types, it was found that top contenders 
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for championship honors were more prominent in the 
types with the finer appearing alpha. Peculiarly enough, 
the largest percentage of boxers winning over 75% of 
their bouts was found in the moderately slow diffuse 
type, namely the worst organized records. The explana- 
tion offered for this may be that many of these are young- 
sters who are defeated early in their attempt to win the 
championship. 

The study of repeat records is the only method of de- 
termining whether changes on the electroencephalogram 
are inherent in the person or secondary to occupation. 
While changes occasionally were noted in the records of 
some subjects, there was no uniform pattern of change 
with continuity, style, or frequency of fighting. Many 
fighters with one, two, and three years of active boxing 
had no change whatsoever in their electroencephalo- 
graphic tracing. Even the records taken on fighters within 
10 minutes of the cessation of a bout showed no change 
over their prefight record. Occasionally the repeat rec- 
ords showed improvement over the previous electroen- 
cephalogram. While some of the records demonstrated 
improvement, others showed a trend toward disorganiza- 
tion and paroxysmal dysrhythmia. Several repeat records 
were required under these circumstances to determine 
whether the changes were progressive. Paroxysmal dys- 
rhythmia activity without determination of the blood 
sugar and evaluation of type of hyperventilation may be 
misleading evidence of progressive disease of the brain. 
Certainly a fighter whose electrical activity of the brain, 
shown on the electroencephalogram, is persistently se- 
verely disorganized, should be investigated neurologically 
before a license to continue fighting is issued. Discontinu- 
ance of active engagement in the boxing arena is seldom 
ordered for a fighter solely on the basis of a grossly dis- 
organized electrocephalographic record. It therefore be- 
comes evident that the issuance of, or renewal of, a li- 
cense to engage in professional boxing depends on the 
following: past medical history, physical fitness as esti- 
mated by appropriate physical examinations,* past per- 
formance in the ring, and the electroencephalogram. 

Adoption of new rules in the past few years has been 
a great forward step in the prevention of unnecessary 
punishment to a boxer. The New York State Boxing 
Commission has been a leader in the innovation of these 
reforms. Among the important reforms are the increase 
in the size of the boxing gloves, the modification of the 
mat under the canvas, careful matching of the contest- 
ants, the mandatory eight count when a knockdown oc- 
curs, the use of newer methods in physical diagnosis, and 
the refusal to relicense boxers with continuing poor rec- 
ords. At the present time an electroencephalogram is a 
prerequisite for obtaining a boxing license in this state. 
Subsequent recordings are taken at the discretion of the 
ringside physician. A firm hand, as applied by Commis- 
sioner Robert Christenberry of the New York State Box- 
ing Commission, who can frequently be seen personally 
supervising activities at the various arenas, is an ex- 
ample of what can be done in the management of this 


rogram. 
ie SUMMARY AND CONCLUSIONS 


During the past four years a study has been made of 
1,043 professional fighters with particular reference to 
responses resulting from contact trauma to the head in- 
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flicted in the boxing arena. The method of study cop. 
sisted of observations at the ringside, analysis of head 
blows with slow-motion photography, and electroep. 
cephalography. Observations at the ringside and more 
detailed examination in the dressing room after the fight 
failed to reveal any abnormal neurological features, even 
in those contenders who lost their bouts by a knockout. 
A critical review of slow-motion photography of seg. 
ments of fights confirmed one major impression gained 
at the ringside, namely that most blows to the head were 
short of their mark or deflected by the opponent. Correla- 
tion of the physical features and performance data of 
each fighter with the electroencephalogram failed to re- 
veal any significant statistical results, except in the rating 
class in which statistical results indicated that those 
lower in ring rating have the greater percentage of dis- 
organized electroencephalograms. In other words, capa- 
ble performance in the ring is frequently associated with 
a well-organized electroencephalographic pattern, one 
seeming to be the complement of the other. The electro- 
encephalogram primarily serves its purpose in profes- 
sional fighters in the detection of grossly disorganized 
or changing brain wave patterns. Seldom is a fighter 
barred from participation in the boxing arena solely on 
the basis of a disorganized electroencephalogram. Under 
such circumstances detailed physical and neurological 
survey is suggested. Loss of awareness of one’s surround- 
ings caused by cerebral concussion resulting from con- 
tact trauma to the head, is associated with probable but 
unknown changes in vital signs and flaccidity of the 
skeletal musculature, all of which are reversible. 


Kings County Hospital (Dr. Kaplan). 





A Crisis in Science Teaching.—The need for scientists in indus- 
try, government, and the military services is critical, and all 
indications are that it will become more critical in the coming 
years. The focal point of the problem is in the secondary schools, 
where the nation’s youth make the decisions that shape our 
working force; what vocation to take up, whether to go to col- 
lege, whether to enter engineering or the liberal arts, or to major 
in a scientific field. The United States has some 25,000 public 
and 3,300 private secondary schools, operated by nearly as many 
different school boards. . . . The requirement is expected to rise 
from 67,000 science teachers today to 84,000 by 1960 and 
100,000 by 1966. Already some 7,000 new science teachers are 
needed each year. This demand, based upon replacements 2s 
well as new positions, will soon go to 10,000 a year. Altogether 
we shall require a total of 100,000 new science teachers be- 
tween now and 1966. . . . Considering the meager rewards of 
teaching, either social or financial, one wonders why anyone 
chooses to become or remain a teacher. Last year the average 
income of all teachers in the United States was $3,530 per year. 
In 1938 teachers were in the top third of the income groups 
of the country; by 1948 they had dropped into the bottom third. 
To make ends meet many teachers must carry extra jobs during 
the school year and take unskilled or semiskilled work during 
the summer. Fortunately there are competent people who “just 
have to teach,” whatever the rewards, and they form the back- 
bone of our educational system. But that is not enough. Teach- 
ing in science has become increasingly important as our society 
has become more technical and more wealthy through the fruits 
of science. It will take serious, thoughtful and cooperative 
efforts by all concerned—educators, parents, industry, and gov- 
ernment—to meet the needs in science education.—Fletcher G. 
Watson, A Crisis in Science Teaching, Scientific American, 
February, 1954. 
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INTERNATIONAL HEALTH ORGANIZATION 


Fred L. Soper, M.D., Dr. P.H., Washington, D. C. 


Dr. Wyckliffe Rose, director of the International 
Health Board of the Rockefeller Foundation from 1913 
to 1923, defined the objective of international health as 
an attempt to bridge the gap between available medical 
knowledge and the application of that knowledge in pub- 
lic health practice throughout the world. This concept 
was much broader than that at the beginning of the cen- 
tury, When the Pan American Sanitary Bureau (1902) 
and the International Office of Public Hygiene (1907) 
were created to permit countries to collaborate in the 
prevention of the spread of communicable disease epi- 
demics from country to country. The Rockefeller Foun- 
dation soon learned that available knowledge is never 
complete and expanded the concept of international 
health to include continuing research on scientific and 
administrative phases of health activities. It also found 
that imported activity within a country is relatively 
futile unless provision is made for the development of 
permanent health services staffed with adequately 
trained national personnel. 


INTERNATIONAL COLLABORATION IN WORLD HEALTH 

When the constitution of the World Health Organiza- 
tion (WHO) was written in 1946 specific functions 
were assigned in three general categories: (1) functions 
relating to international sanitary regulations; interna- 


tional nomenclature of diseases, causes of death, and new 
drugs; and the determination of international standards 
for pharmaceutical and biological products; (2) coordi- 
nation of health activities of governments and of other 
international agencies for the eradication of epidemic 
and endemic diseases, the promotion and conduct of re- 
search in the field of public health, and the promotion of 
improved standards in the medical and related profes- 
sions; and (3) assistance to governments in strengthen- 
ing national health services; furnishing technical as- 
sistance; promotion of improved nutrition, housing, and 
sanitation; and the promotion of maternal and child 
health. This broad range of functions of the World 
Health Organization is essential to the developing con- 
cept of international health as a most important element 
in promoting world peace. 


Historically, international collaboration in health was 
originated to meet the need for organized prevention of 
the movement of epidemic diseases along international 
trade routes and to supplant arbitrary quarantine meas- 
ures, always costly and often ineffective, that had been 
used for hundreds of years as a defense against the real 
or imagined threat of importation of such diseases as 
cholera, smallpox, typhus, and yellow fever. Today the 
increased rapidity and volume of travel by air largely 
invalidates frontier and port measures for protection 
against the importation of communicable diseases. The 
only satisfactory solution is their eradication in those 
countries where the seeds of infection persist. Obviously 
then, the United States and other countries that are rela- 
tively free of epidemic diseases have an increasingly im- 
portant stake in the proper development of health pro- 


grams everywhere. However, the chief preoccupation in 
the United States is not with the communicable diseases 
of other countries, as they may threaten this country, 
but with the general health of the peoples of the so-called 
underdeveloped areas of the world. 

From the standpoint of public health, an underde- 
veloped area may be defined as an area in which com- 
municable diseases are not well controlled, infant mor- 
tality is high, the average age at death is low, and the 
mean per capita income inadequate for proper housing 
and nutrition. Recently it has become apparent to seri- 
ous students of world affairs that existing health con- 
ditions throughout the underdeveloped areas of the 
world contribute greatly to the unsatisfactory economic 
and social conditions responsible for disrupting world 
peace and threatening international security. World War 
II and the years following have given the people of the 
underdeveloped areas a knowledge of the standard of 
living of the industrialized areas, and today there is a 
demand throughout the world for improved conditions 
that is quite unique in history. This demand is especially 
important in the 12 new nations with over 500 million 
people that have emerged from colonialism since 1945. 
Quite apart from any moral interest, it is essential that 
the great disparity in health conditions in different parts 
of the world be righted as a means to the reduction of 
political stress. 

ROLE OF UNITED STATES 

The United States has both a direct health interest 
and a political stake in the improvement of health in 
other countries. This interest and this stake are equally 
great for the other well-developed countries of the world, 
but the responsibility of the United States is greater be- 
cause of its greater economic and professional resources. 
The United States government has recognized this re- 
sponsibility and in addition to its participation in the 
Pan American Sanitary Bureau and the World Health 
Organization, has, since 1942, maintained its own 
organization, Institute of Inter-American Affairs, widely 
known as the IIAA, for promoting health programs in 
Latin America. In recent years under the Economic 
Cooperation Administration, the Technical Cooperation 
Administration, and Mutual Security Agency, simi- 
lar organizations have been developed for other parts 
of the world, all of which now operate under the Foreign 
Operations Administration (FOA). Also the United 
States has contributed most liberally to the Children’s 
Fund and to the Technical Assistance Fund, both volun- 
tary funds of the United Nations. The Technical As- 
sistance Fund for Economic Development, devoting part 
of its resources to health, was, in fact, created at the 
suggestion of the United States. 





From the Pan American Sanitary Bureau, Regional Office for the 
Americas of the World Health Organization. 

Read before the Section on Preventive and Industrial Medicine and 
Public Health at the 103rd Annual Meeting of the American Medical 
Association, San Francisco, June 24, 1954. 
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The multiplicity of organizations through which the 
U. S. contributes to international health programs causes 
a certain amount of confusion among other contributing 


governments and among the health authorities of coun-. 


tries receiving assistance. In addition, there is a consid- 
erable increase of over-all administrative costs in this 
field. Itis not logical, however, to anticipate that the pres- 
ent situation will continue for an indefinite period. Other 


United States Contributions to International Health in 1954 


Agency Amount 
World Health Organization $3,000,000 
Technical Assistance U. N 
Children’s Fund of U. N.............. 
Health Programs of FOA 


$2,640,000 
9,880,000 


Scores of 
millions 
of dollars 


contributing governments understand readily the United 
States contribution of 100% to the programs ad- 
ministered by U. S. officials but find it difficult to fathom 
our willingness to contribute three times as much 
to the fund for child health as to the fund for general 
health programs, at a rate of 70% as against 334% % 
for the World Health Organization. The health authori- 
ties of a given country, in order to take full advantage of 
all possible sources of aid, financed wholly or in part by 
the United States, find themselves at times negotiating 
agreements with officials of the United States govern- 
ment, with representatives of the Children’s Fund of the 
United Nations, with representatives of the Technical 
Assistance Fund of the United Nations, and with the 
World Health Organization. The conditions of collabo- 
ration vary according to the source of funds. The situ- 
ation is further complicated by the fact that WHO is re- 
sponsible for the technical orientation and approval of 
the Children’s Fund projects and for the planning and 
administration of the Technical Assistance Fund’s 
health program. From the standpoint of the authorities 
of the receiving countries, collaboration with the World 
Health Organization is the most acceptable, technically 
and politically. 
WORLD HEALTH ORGANIZATION 

The World Health Organization is a specialized tech- 
nical agency of the United Nations system but under a 
separate treaty, with membership independent of mem- 
bership in the United Nations and with its own govern- 
ing assembly. The World Health Assembly, which can 
be seen in operation in Mexico City in May, 1955, is 
composed of technical representatives of member states. 
The assembly meets annually to determine policies, ap- 
prove programs, and provide for financing operations 
through assessments on member states. The WHO pro- 
gram is technical and nonpolitical, under constant obser- 
vation of the members of the assembly, who are in many 
cases the health authorities of member states with whom 
the organization collaborates. Governmental authorities 
feel free to collaborate with the World Health Organiza- 
tion, whose objective is to aid in the long-term solution 
of the country’s health problems through strengthening 
the national health service rather than developing spe- 
cific programs that can be pointed to with pride as the 
work of the World Health Organization. For operational 
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purposes, WHO has been divided into six regions of the 
Americas, Europe, Africa, eastern Mediterranean, south. 
east Asia, and the western Pacific. Regional programs 
are determined by regional committees within the gen. 
eral policy, and the financial framework is set by the 
assembly. Thus, programs of the World Health Organj- 
zation are much more readily adapted to the needs of 
each region than would be the case were all programs 
prepared by the assembly. 

In the Americas, the Pan American Sanitary Bureau, 
with headquarters in Washington, D. C., serves as the 
regional office of the World Health Organization. Only 
in the field of health have the specialized agencies of 
the United Nations and the Organization of American 
States joined in a common administration and in a com- 
mon program. It has been suggested that in a possible 
revision of the charter of the United Nations, to be under- 
taken in 1955, provision might be made for bringing the 
World Health Organization under direct control of the 
political organization. From the technical point of view 
this would sacrifice the important factor of intimate par- 
ticipation of the health workers of the world in the de- 
velopment of policies and programs. A satisfactory solu- 
tion of the health problems of the world must depend 
on the eventual collaboration of all nations without re- 
gard to political animosities. Only as an opportunity for 
technical nonpolitical participation is provided can such 
universal collaboration be expected. Surely WHO offers 
the best mechanism available for such collaboration. 


COMMENT 

Long-term continuation of the present complex situ- 
ation in international health is not logical. Neither is it 
possible to anticipate any immediate solution. Only as 
the special groups, such as the medical profession, come 
to understand the importance of international health to 
the welfare of the United States and become familiar 
with the needs and opportunities of the different organ- 
izations in this field will it be possible to get an authori- 
tative, disinterested professional voice on the subject. 


1501 New Hampshire Ave., N.W. (6). 





Population Changes in the United States.—We are experienc- 
ing other very fundamental changes....We are marrying 
younger, and a greater proportion of us are or have been 
married....In 1950, for the first time, more than half our 
citizens were women. This is mainly because women are living 
longer than men. But immigration also influences the sex ratio. 
Traditionally, migration brought many young men into the 
population. Since 1930, however, new arrivals have drastically 
declined, and more women than men have entered the country. 
During the 1940-50 decade, more people were added to the 
population than in any other ten year period of the nation’s 
history. The gain of 19,028,000 people—more than the total 
population in 1840—represents a 14.5% increase over the 
1940 population. The 1950 census counted 150,697,000 people 
in the continental United States and 482,000 abroad... . While 
the increase of 14.5% over the 1940 total is not high in the 
historical context, it is high in terms of natural increase—the 
excess of births over deaths. Net immigration accounted for a 
small proportion of the growth. Slightly over a million im- 
migrants—only about one-fourth the 1900-10 net migration— 
came to the United States during the last decade.—Population 
Bulletin, December, 1953. 
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INTERNATIONAL MEASURES AGAINST TROPICAL DISEASES 


Frederick J. Brady, M.D., Washington, D. C. 


The participation of the United States in international 
health programs not only serves the interests of both this 
country and all countries of the free world‘ but has 
brought rewards in many fields. International health 
activities vitally affect the health and strength of our 
economy. Present United States investments abroad, 
direct and indirect, private and governmental, have 
reached the vast total of 40 billion dollars * and are 
continuing to expand at a rapid pace. This expansion in- 
cludes investments in tropical and semitropical areas. In 
the short period from the end of 1949 to the end of 1952, 
United States business firms increased their direct invest- 
ment in Africa and Asia by over 65% and in Latin Amer- 
ica by almost 25% .* An increase in the number of Amer- 
icans employed abroad in civilian jobs can be expected 
to accompany this increase in investments. Trade w ith 
other countries is likewise growing. This growth of 
United States investment and trade in tropical areas 
stimulates the economic development of those areas, 
which in turn stimulates United States trade and invest- 
ments. This beneficial circle is a factor essential to the 
continued dynamic expansion of our economy and can 
be maintained only if the peoples in tropical areas are 
healthy enough to increase their economic productivity. 
“In a true sense it may be said that tropical medicine is 
the midwife of economic progress in the underdeveloped 
areas of the world.” * The United States is dependent 
on other free nations, including many in tropical areas, 
for a number of strategic materials, and this dependence 
will increase. 

International health programs help to protect our 
citizens when they travel abroad. In the postwar years 
the number of United States nationals traveling abroad 
increased rapidly. In 1952, almost 800,000 civilian, 
nongovernmental Americans traveled outside this coun- 
try, not including travelers to Canada and Mexico.° The 
total number of such travelers may be well over one 
million in 1954, They will travel faster and further than 
ever before and to places that only a few years ago were 
considered inaccessible. International health programs 


are of great assistance in keeping feared diseases out of 
the United States. Hundreds of thousands of travelers 
will visit the United States in the next years, and we must 
see to it that they do not bring in pathogenic agents that 
we do not now have. 


[he most striking aspect of international health pro- 
grams is that they are part of the over-all drive of the 
free world to preserve peace. They are an essential part 
of our foreign policy. In the immediate situation, inter- 
national health measures are a powerful weapon in the 
cold war. In the long run, through helping to control dis- 
ease, they are helping to eradicate psychological, social, 
and economic disturbances that lead to war. Authori- 
tarian systems, such as communism, can be likened to a 
secondary disease that gains a foothold by taking ad- 
vantage of imperfections in social systems. It is axiomatic 


that peoples burdened with malaria, hookworm, and a 
host of other diseases cannot undertake social and eco- 
nomic improvements. 

The United States is participating in a number of inter- 
national health programs that help countries strengthen 
national and local health services. The United Nations, 
which is a political forum, is strengthened and under- 
pinned by specialized technical agencies that are expert 
in social and economic affairs. Among the foremost of 
these specialized agencies is the World Health Organiza- 
tion (WHO).° Other multilateral agencies concerned 
with health include the United Nations International 
Children’s Emergency Fund (UNICEF), and, in this 
hemisphere, the Pan American Sanitary Bureau, which 
is also the WHO Regional Office for the Americas. On 
the bilateral side, there is the Foreign Operations Admin- 
istration (FOA), which, at present, financially dwarfs 
our contributions to multilateral health programs. 

I have outlined the framework of United States par- 
ticipation in international measures against diseases of 
worldwide importance, particularly diseases that pre- 
dominate in tropical and economically underdeveloped 
areas. Recent trends and developments in respect to these 
diseases show good results. The network of international 
multilateral and bilateral health organizations is slowly 
lifting the burden of disease. In some instances eradica- 
tion appears near. 


DECLINING INCIDENCE OF SMALLPOX 


Of all the pestilential diseases, smallpox has been con- 
sidered more important to the United States than any 
other because of its ready transmission by international 
travelers. Our best protection against its introduction is 
elimination of endemic foci, particularly those near our 
frontiers. As a result of national and international health 
measures, the northern half of the Americas is almost 
free of smallpox.’ This disease has not occurred in 
Alaska, Hawaii, or Puerto Rico for eight years. Last 
year five cases were reported in the continental United 
States, but there is considerable doubt as to whether any 
of these cases were smallpox. Mexico reported no cases 





From the Division of International Health, Bureau of State Services, 
Public Health Service. 

Read before the Section on Preventive and Industrial Medicine and 
Public Health at the 103rd Annual Meeting of the American Medical 
Association, San Francisco, June 24, 1954. 

1. Trimble, I. R.: Opportunities and Responsibilities of the Physician 
in World Affairs, J. A. M. A. 153: 1143-1149 (Nov. 28) 1953 

2. Pizer, S., and Boddie, J. B.: International Investment Position of 
the United States, Survey of Current Business, U. S. Department of Com- 
merce 34:9 (May) 1954. 

3. Based on figures given by Pizer, S., and Cutler, F.: Growth in 
Private Foreign Investments, Survey of Current Business, U. S. Depart- 
ment of Commerce 34:7 (Jan.) 1954. 

4. May, S.: Economic Interest in Tropical Medicine, Am. J. Trop. 
Med. 3: 412-421 (May) 1954. 

5. Sasscer, F. P.: One Billion Travel Dollars Go Abroad, Survey of 
Current Business, U. S. Department of Commerce 33:11 (June) 1953 

6. McCormick, E. J.: Report of the Third World Health Assembly of 
the World Health Organization, J. A. M. A. 144: 451-454 (Oct. 7) 1950. 

7. Stowman, K.: World Prevalence of Quarantinable Diseases, Field 
Memorandum No. 6, revised, Division of Foreign Quarantine, Bureau of 
Medical Services, Public Health Service, March, 1954, pp. 12-14. 





1148 TROPICAL DISEASES—BRADY 


in 1952 or 1953, and the Caribbean area has been free 
of smallpox since 1949. In Central America a few cases 
still occurred in 1953 in Guatemala and Nicaragua, but 
no cases have been reported from El Salvador, Costa 
Rica, or Panama for several years. Smallpox is still wide- 
spread in many areas of South America, although much 
of it is a milder form called alastrim. Europe can be con- 
sidered to be free of smallpox except for an occasional 
outbreak due to infection brought in from other areas. 
Some endemic areas may still exist in Portugal and Spain. 
Oceania, including Australia and New Zealand, is free 
of smallpox. In general, smallpox is still very prevalent 
throughout Africa in the area south of the Sahara and 
in various parts of Asia. 

In the last two years the Pan American Sanitary Bu- 
reau has earmarked about $200,000 to assist in the con- 
trol of smallpox. Major emphasis is being placed on the 
development of a good, dry vaccine and assistance to 
national laboratories in making vaccines. It is expected 
that these programs will materially assist countries in 
eliminating the endemic foci of the disease. It is now safe 
to conclude that smallpox has been eradicated from large 
areas of the world, and, undoubtedly, it will soon be 
eradicated from other areas. Complete eradication is de- 
pendent on the development of adequate public health 
services in countries where it is endemic. With the as- 
sistance of international health measures and organiza- 
tions, these services are being strengthened. 


CONTROL OF MALARIA 


Malaria remains the greatest single cause of debilita- 
tion and death throughout the world. Latest estimates ° 
are that 350 million persons still suffer from malaria each 
year, and 10% of these cases may be fatal. The develop- 
ment of residual spraying and of international health 
measures is accelerating the rate at which malaria is re- 
ceding. Malaria was eradicated from the United States 
a few years ago, although there have been several minor 
outbreaks due to cases contracted outside the country. 
In the Americas, a number of countries are well on the 
way toward eradication of malaria and the remaining 
countries are starting control campaigns. It is estimated 
that two-thirds of a total population of over 100 million 
persons in danger of malaria in the Americas are now 
receiving protection. 

Malaria has virtually disappeared from Europe, with 
only a few cases occurring in Greece, Portugal, and Spain. 
The disease is endemic in much of Africa in the area 
south of the Sahara. The world’s biggest malaria prob- 
lem, however, remains in Asia, where there have been 
many local campaigns but only a few directed toward 
nationwide eradication, as in Ceylon and Lebanon, 
which are now free of the disease within their relatively 
small areas. With help from WHO, UNICEF, and the 
United States, India has launched a far-reaching ma- 
laria control campaign aimed at eventual protection of 
200 million persons in malarious areas. Within the next 
few years, Thailand anticipates effective, nationwide 
control of malaria without further outside assistance. 





8. Russell, P. F.: Personal communication to the author. 

9. Pampana, E. J.: Personal communication to the author. 

10. Expert Committee on Yellow Fever, Second Report, Official Records 
No. 56, Geneva, Switzerland, World Health Organization, 1954. 
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Control of malaria through the use of residual sprays 
costs about 25 cents per capita each year. If spraying js 
kept up for several years in a large enough area, the dis. 
ease disappears. There is a growing concern, however, 
over the possibility that inadequate control programs 
may be producing strains of Anopheles that are re. 
sistant to insecticides. There is laboratory evidence that 
one strain of Anopheles has become resistant to chloro. 
phenothane (DDT) and epidemiological evidence that 
two species have become similarly resistant.® If programs 
in some areas are discontinued prematurely or are ip. 
adequate in scope, the cost and difficulty of controlling 
malaria will be greatly increased. This unfortunate con. 
tingency can be prevented by adequate long range plan- 
ning by governments committed to carry out their re. 
sponsibilities. The World Health Organization is making 
every effort to obtain such plans and commitments. 


DECLINING RATE OF OTHER DISEASES 

There have been several significant developments with 
respect to yellow fever in the last few years. Yellow fever 
in human beings does not exist in the Americas except as 
man becomes an accidental host for the virus harbored 
in monkeys and nondomestic jungle mosquitoes. Within 
the last four years jungle yellow fever has been spread- 
ing northward from Panama and has now reached Nica- 
ragua and Honduras. Similarly, in South America, jungle 
yellow fever has had a recrudescence in southern prov- 
inces of Brazil and into Argentina.’ It is fortunate that 
campaigns that have led to the eradication of Aedes 
aegypti have been so successful in areas where the epi- 
zootic has struck. However, research at the Gorgas 
Memorial Laboratory in the Republic of Panama te- 
vealed that the epizootic in Central America was occur- 
ring outside of the areas where the known mosquito 
transmitters of jungle yellow fever occur. It is evident 
from this that we cannot predict the ultimate extension 
of the disease, because the transmitting agent is un- 
known. 

In Africa, the other area of the world where yellow 
fever occurs, sporadic cases are reported in human 
beings, and, according to mouse-protection tests, the 
disease probably is widespread throughout Africa in 
both its jungle and domestic forms.’® For reasons un- 
known there is no yellow fever in the whole southern 
part of the continent of Asia. It would appear that the 
introduction of the disease would have disastrous re- 
sults. Such a situation has its repercussions when na- 
tions try to devise worldwide, uniform quarantine regu- 
lations. At the most recent World Health Assembly in 
May, 1954, the degree of protection requested by these 
Asiatic countries caused a great deal of debate. Resolved 
to its lowest denominator, the issue, as seen by the ma- 
jority, concerned the degree of travel restrictions required 
to give the protection demanded by the countries of 
southern Asia. The decision taken was one that would 
consider much of the Americas in the endemic yellow 
fever zone and therefore subject to travel restrictions, in 
spite of the fact that the yellow fever prevalent in South 
America and Central America is the jungle type and the 
risk of a traveler transmitting it to Asia is remote. 

Another tropical disease that has been subject to inter- 
national action is treponematosis (yaws). It is a very in- 
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capacitating disease that has far-reaching effects on the 
economy of the areas in which it occurs. An estimated 20 
million to 30 million persons have yaws. Among the 
major foci of this disease are Haiti, Ecuador, and Colum- 
bia in this hemisphere; Indonesia, Thailand, and Ma- 
laya in Asia; and Central Africa. Fortunately yaws can 
be cured readily with penicillin, and in this hemisphere 
a single dose has been found to be adequate. The results 
of penicillin treatment are dramatic; healing starts almost 
immediately after the injection, and patients not perma- 
nently crippled regain their economic usefulness. Through 
the control campaigns of the World Health Organization 
and UNICEF about 4,500,000 patients and contacts 
have been treated in the last three years. The results of the 
campaign have been particularly striking in Haiti, where 
control measures are reaching the stage of ferreting out 
the last cases, to be followed by surveillance to ensure 
against further outbreaks of the disease. During the cam- 
paign the costs of treatment per person have consistently 
decreased from about $3 to $1 a case. 

In much of the world tuberculosis is still a major prob- 
lem. The newer techniques of case-finding have not had 
widespread application, primarily owing to a lack of fa- 
cilities for treating diagnosed cases; however, the World 
Health Organization and UNICEF have undertaken ex- 
tensive campaigns throughout much of the world to sup- 
ply some 20 million persons with BCG vaccine. It may 
still be premature to attempt to forecast the long-term 
effect of this program in controlling tuberculosis. Bovine 
tuberculosis has now been practically eliminated from 
the United States and from the Scandinavian countries. 
Its occurrence in the United Kingdom is rapidly drop- 
ping; however, there is still a high incidence in Europe 
and probably in the rest of the world. In some areas, 
10% or more cases of tuberculosis in man are of the 
bovine type. 

In a few places in the world rabies has been virtually 
eradicated. Malaya has had no rabies since July, 1953," 
and in Israel the vaccination of dogs has brought the in- 
cidence of rabies almost to zero.’* These results are at- 
tributed to a more effective canine vaccine. Trials of a 
new antiserum in Iran for human use have shown that 
this therapy gives immediate passive protection and does 
not detract from the development of active immunity by 
the use of rabies vaccine. In the United States there is a 
growing concern over bat rabies. Herbivorous rabid 
bats have been found in several southern and eastern 
states, and there is real evidence that rabies-transmitting 
vampire bats are moving northward in Mexico to within 
afew miles of the United States border. In fact, there is 
indirect evidence that vampire bats are already in the 
United States. Vampire bats are efficient vectors of 
rabies and not only serve as a wild reservoir of the virus 
but frequently transmit the disease to cattle. 


A little-known disease in the United States, kala-azar, 
or visceral leishmaniasis, was acquired by considerable 
numbers of United States troops during World War II. 
The disease is readily treated by antimony compounds 
but is refractory to the commoner drugs in the physi- 
cian’s bag. The tragedy of these cases was the lack of 
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early recognition and specific therapy. UNICEF has as- 
sisted in the control of kala-azar in India, where a major 
focus of the disease occurs. 

Schistosomiasis is another disease that is receiving in- 
ternational attention. This disease occurs primarily in 
parts of South America, in Japan, and in the whole of 
Africa. It has several unfortunate attributes. Cases in 
human beings are difficult to treat; it is a chronic in- 
capacitating disease, and control is difficult because it is 
transmitted through the skin of persons who are exposed 
to water containing the free-swimming, liberated cer- 
cariae from fresh water snails. In the Japanese form, at 
least, domestic animals serve as reservoir hosts. Until 
recent years there has been little hope for an effective 
control measure against schistosomiasis. However, labo- 
ratory and field studies at the National Institutes of 
Health have shown that certain chlorinated phenols can 
be applied to water that are safe for man and domestic 
animals but will kill the snails in dilutions of less than 10 
ppm. These compounds have been found to kill even the 
snail eggs. If further work confirms these preliminary 
results, the disease can be eliminated from areas where it 
now occurs. Its eradication would have far-reaching eco- 
nomic influence on a country such as Egypt, where it is an 
occupational hazard and where in some ateas 95% of the 
inhabitants are infected and many are incapacitated. Both 
the World Health Organization and the Foreign Opera- 
tions Administration have teams in the field learning how 
to use these new compounds effectively. 

Another vicious disease receiving attention is hydatid 
disease, occurring in southern South America, eastern 
Mediterranean area, Australia, and New Zealand. Al- 
though due to an animal parasite, the disease in man 
takes on many of the characteristics of a malignant le- 
sion, such as metastasis and recurrence, unless it is com- 
pletely extirpated from the body. In controlling this dis- 
ease the international organizations have learned that it is 
possible to cure dogs that harbor the adult stages of the 
parasite so that they will no longer infect persons. Along 
with this, countries have been helped to institute good 
meat inspection practices that remove the source of the 
infection for dogs. 

COMMENT 

The international progress in controlling some of the 
major tropical diseases has been great—surprisingly so 
in relation to relatively small expenditures—but the re- 
maining challenge is also great. Members of the United 
States medical profession are providing leadership in 
making the technical advances necessary for complete 
control of these diseases. They are also able to exert 
much influence, by direct participation and in other ways, 
on the international health measures used to fight these 
diseases and on the governmental organizations that are 
employing these measures. The potential benefits of in- 
ternational health programs to the United States are not 
subject to precise measurement, but some can be seen 
to be very tangible, such as protection for our citizens, in 





11. Kuala Lumpur, Malaya, Foreign Service Despatch 300, Department 
of State, April, 1954. 

12. Joint FAO/WHO Expert Committee on Rabies, Second Report, 
Technical Report Series 82, Geneva, Switzerland, World Health Organi- 
zation, September, 1953. 
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economic terms and in terms of strengthening the free 
world. If the United States and other so-called advanced 
countries can heip even one tropical country like India 
to save the 170 million working days now lost there each 
year because of malaria alone, such an undertaking not 
only will bring the countries of the free world closer to- 
gether but also will vastly strengthen the economy of 
India, which is now in a key strategical position in non- 
communist Asia. 


J.A.M.A., Nov. 20, 1954 


There are interrelations between our medical pro- 
fession and factors such as the remaining health problems 
in tropical areas, the work of international health organi. 
zations, and the strength of the free world alliance. These 
interrelations are of growing significance, and a consid. 
eration at this time of the status of the fight against trop- 
ical diseases is therefore far from being a purely aca. 
demic exercise. 


4th St. and Independence Ave. (25). 





THE AMERICAN PHYSICIAN AND WORLD HEALTH 


Ernst Wolff, M.D. 


Leona M. Bayer, M.D., San Francisco 


A look at the world shows all too clearly that it is a 
troubled globe, that the international scene is in profound 
upheaval. At first glance the picture is chaotic. Too 
many peoples and too many nations are struggling for 
goals that are apparently incompatible. The United Na- 
tions seems to be faced with insurmountable problems 
to whose solution physicians can hardly hope to con- 
tribute. But when one looks at the world again through 
the spectacles of professional training, some familiar 
social patterns emerge. Most of the turmoil seems to 
emanate from areas of the world in which most of the 
people are sick and poor. Sickness and poverty and dem- 
onstrations of their interrelationship belong to everyday 
practical experiences. Everyone has seen a family disin- 
tegrate when the father is incapacitated by tuberculosis, 
or revive when the mother was cured of a hitherto un- 
suspected anemia. 


SICKNESS AND POVERTY—ENEMY OF WHO 

The World Health Organization (WHO) has proved 
that inexpensive malaria control programs in Greece, In- 
dia, and Africa spectacularly increase production and in- 
come in the regions of their operation. The slogan, “sick- 
ness makes men poor; poverty makes men sick; healthy 
people can end their poverty,” appeared as the theme 
of a 1952 WHO newsletter. Such demonstrations make 
it apparent that the same relationship between sickness 
and poverty seen in underprivileged “clinic patients” ap- 
plies also to the uncerprivileged peoples of the world. 
Sickness and poverty are not only related but are every- 
where joined together with the other well-known afflic- 
tions of hunger and ignorance. Interestingly enough, the 
ignorance is not so profound as it used to be. Knowledge 
has come to the far corners of the earth—not enough 
knowledge to solve the existing problems but enough to 
convince the sufferers that their problems are soluble. 
Everywhere, persons who are sick, poor, hungry, and 
ignorant are looking for the technical aid that will break 





From the Mount Zion Hospital (Dr. Wolff) and Stanford University 
School of Medicine (Dr. Bayer). 

Read before the Section on Preventive and Industrial Medicine and 
Public Health at the 103rd Annual Meeting of the American Medical 
Association, San Francisco, June 24, 1954. 

1. WHO Newsletter, Special Exhibit Number, Geneva, Switzerland, 
World Health Organization, Sept.-Oct., 1952, vol. 5. 


their cycle of misery. If aid is forthcoming, as it finally js 
in Indonesia, nations can proceed peacefully along the 
path of social progress. If aspirations are frustrated, 
goals are sought with violence, with war, with whatever 
alliances are available, and with increasing social chaos, 

Having recognized a syndrome of grave social malaise 
caused by deprivation, it is time to apply scientific train- 
ing to a consideration of the cure. American physicians 
can claim their right to suggest reasonable prescriptions 
based on rational diagnoses. On such grounds, it is as 
obvious that military force is not a remedy for current 
social unrest as it is now self-evident that bloodletting is 
not the appropriate treatment for fevers. Bombs may 
eliminate large masses of troubled people, but they will 
not eliminate the troubles of any people who are left. In 
fact, there is reason to believe that technical aid and inter- 
national development programs are as much specifics for 
the ills of the body politic today as antibiotic and chemo- 
therapeutic agents are specifics for the diseases to which 
they apply. Incidentally, it is satisfying to note that many 
of the drugs and methods that are the foundation of the 
great campaigns and preventive programs now being con- 
ducted by WHO are either American discoveries or are 
being mass developed by American techniques. Since the 
“profits of health” are so great and since the investments 
in health work pay such enormous social dividends, 
WHO is a key agency in the United Nations machinery 
for creating the conditions in which peace will be pos- 
sible. 

CHALLENGE OF WORLD HEALTH 

From the physicians’ viewpoint, the world has taken 
on a relatively cheerful and purposeful aspect. The out- 
standing movement of modern history seems to be for- 
ward; the outstanding contemporary fact is the ever 
greater enfranchisement of submerged peoples. The 
United Nations, especially through its technical aid pro- 
grams, functions as a democratic institution for helping 
history along its destined path. The World Health Organ- 
ization is an important and popular agency of this insti- 
tution. It offers the individual physician a link to the 
great constructive programs of modern times. It offers 
him an opportunity to transform his individual atomic 
anxiety into cooperative constructive enterprise. As such, 
WHO merits the interest of the American physician, 
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‘0- whether by direct participation or by active support. “opportunity to work for world health as the spearhead 
ns Opportunities for direct participation are limited by per- of a movement for the organization of world peace. It 
hi- sonal, professional, and official consideration, but oppor- will give professional health workers (especially phy- 
Se tunities to act as public relations experts for WHO are sicians) the privilege of taking the lead in meeting the 
d- unlimited. The physician is in a strategic position to pro- most exciting and momentous challenge mankind has 
p- mote public interest through the medium of citizens com- ever faced.” 

~ mittees for WHO. In 1951, the National Health Council SUMMARY 


and the American Association for the United Nations 
jointly sponsored the organization of the National Citi- 
zens Committee for the World Health Organization, 
whose express purpose is “to increase through educa- 
tional efforts public knowledge concerning the work of 
the World Health Organization, appreciation of the im- 
portance of international health programs, and under- 
standing of the relation of public health issues involved 
to the general welfare of the world community.” ° 

The first local affiliate was created in the San Fran- 
cisco Bay area where the United Nations had its birth. It 
was started through the combined efforts of public health 


In considering the interest of the American physician 
in world health work and in the World Health Organiza- 
tion, three points of emphasis have been especially mean- 
ingful to physician and layman alike. In many lands the 
World Health Organization has been proving a syllo- 
gism: “sickness makes men poor; poverty makes men 
sick; healthy people can end their poverty.” On the basis 
of his experience with individual families, the practicing 
physician can readily appreciate the application of this 
proposition to larger social units, including the inter- 
national body politic. 

Since modern health work is such an effective tool in 








is 
he officials, physicians, health workers, and other interested breaking the cycle of misery in underdeveloped areas, it 
d, citizens. It was sponsored and aided in its formation by appears that WHO is a key agency in the United Nations’ 
er the Northern California Chapter of the American Asso- machinery for creating world peace. WHO offers the 
S. ciation for the United Nations. It is gradually increasing American physician a link to the great constructive pro- 
- its educational scope in the community. This year its grams of our time. It merits his interest, whether by direct 
" “World Health Series,” initiated on World Health Day, participation or by active support. The physician is in a 
* had the benefit of the co-sponsorship of the Adult Educa- strategic position to promote citizen committees for 
" tional Division of the San Francisco Unified School Dis- WHO. The San Francisco Bay area created the first local 
a trict, the San Francisco League for Nursing, the Educa- committee. The national committee is sponsored by the 
m tion Committee of the First Unitarian Church, and the American Association for the United Nations and the 
ig San Francisco Mental Health Society. The committee National Health Council. Such committees for WHO 
) has the continued support of the American Association provide an exhilarating opportunity to rise to “the most 
ll for the United Nations (A. A. U. N.) and of the citywide exciting and momentous challenge mankind has ever 
In A. A. U. N. conference group. The Bay Area Citizens faced.” * 
[- Committee for WHO has been a source of great, if some- 2233 Post St. (15) (Dr. Wolff). 
It times difficult, satisfaction for those who worked with it. : 
: : 2. Boudreau, Frank G.: International Health: Our Stake in World 
)- In the words of Dr. Boudreau, we can recommend this Health, Am. J. Pub, Health 41: 1477-1482 (Dec.) 1951. 
h 
y 
1e 
I- INTERNATIONAL EDUCATIONAL PROBLEMS 
re 
le Hamilton H, Anderson, M.D., San Francisco 
ts 
, § The purpose of this paper is to emphasize outstanding and control of insect vectors and of animal reservoirs of 
'y current problems in international education as they relate disease. This awareness is not found uniformly through- 
5 to medicine and the preservation of health, a task that is out the world, and, although basic principles are the 
easier than offering uniformly feasible solutions. But same, their application must be adapted to local condi- 
before becoming involved in current efforts to solve tions. Nor should one underestimate the influence of 
n health educational problems on the international level, agriculture and engineering on nutrition, sanitation, and 
t- it would appear desirable to specify objectives and to cite health in many areas of the world. Let us make a simple 
[- realistic attempts to attain them. It is my opinion that comparison of productivity in California and in India. 
tf the ultimate objectives of international health education In California, less than 15% of the people are engaged 
e should be directed toward a better economic and health in agriculture, and they produce 40% or more of the 
)- status of our friends abroad as a major contribution fruits and vegetables consumed throughout the United 
g toward a safer world. States. In India, on the other hand, 85% of the people 
- We cannot disregard the marked differences in health, till the soil and yet do not produce even enough to feed 
i- nutritional status, and economic opportunities hea pnay-1% themselves. Factors other than ignorance of modern 
e aes outside the United States. The problems in health farming methods may be involved. Perhaps flood control, 
s and medical care of-the United States are not those of . x 
ic Europe, Asia, Africa, or South America. We are begin- From the Department of Pharmacology and Experimental Therapeutics, 
' ning to take health standards and needs pretty much for University of California School . Medishes; ae aia 
: granted in this country, with unpolluted water supplies, ae ieee oe Gases of SS ceetes Oden 





supervision of food supplies, adequate sewage disposal, 


Association, San Francisco, June 24, 1954. 
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pest control (where pests may be considered sacred), 
and proper use of fertilizers and other soil conditioners 
may lead to a more productive system in India. 


APPROACH TO INTERNATIONAL HEALTH PROBLEMS 


An intelligent approach to international health edu- 
cational problems requires knowledge of (1) critical 
health needs of peoples of various regions, (2) the en- 
vironment in which health problems are bred and the 
probability of spread elsewhere in the world, and (3) 
control methods applicable to the individual patient, to 
his contacts, and to the community at large. Dissemina- 
tion of this kind of knowledge is not solely the responsi- 
bility of medical educators. It is the responsibility of 
persons in all the related health disciplines, including the 
laboratory technician, sanitarian, public health nurse, 
entomologist, engineer, compiler of vital statistics, nutri- 
tionist, dentist, veterinarian, and pharmacist. Nor does 
the level of knowledge required in one region equal or 
even approach the level required in another totally dif- 
ferent environment. 

Before people in any region, either inside the United 
States or outside, can enjoy a more abundant life, based 
on better nutrition, health, and economic status, at least 
the equivalent of an elementary school education should 
be available to all. Knowledge of the simple require- 
ments of personal hygiene would do much to prevent 
treponematoses and other skin infections common 
throughout tropical areas of the Near East and the 
Americas. While trachoma is practically unknown in this 
country, it is elsewhere one of the important causes of 
impaired vision, and in some tropical areas there are 
religious taboos against its prevention. Mass education 
is only a preliminary to reduction of tuberculosis to levels 
found in the United States. Infant mortality is dependent 
on many factors, such as nutrition, incidence of com- 
municable disease, and sanitation of the environment; 
one is shocked to learn that in great areas of the world 
1 in 5 or 1 in 10 babies dies before he reaches the second 
year of life. 

To transplant students from abroad to our country 
and expect them to learn only the principles, without 
regard to the realities of their own environment in which 
they are to practice, is equivalent to providing men with 
brains and no hands. These men return as foreigners to 
their own countries. In the Far East, which is just across 
the Pacific and no longer so far today, we encounter 
health problems that may seem exotic but are as near to 
us as any airport in the country. The fighting in Korea 
and Indochina and its sequelae also present problems 
in health to a large segment of our youth. 


TROPICAL MEDICINE 


Few persons realize the full significance of environ- 
mental medicine and the increasing problems it presents. 
For want of a better name, this has been called tropical 
medicine, but realistically it is the environment in the 
home, community, state, nation, and region, and the level 
of sanitation and education in that environment, which 
influence occurrence of so-called exotic diseases and not 
the latitude or greater frequency within the tropics. If we 
generalize without due regard to environmental factors, 





1. Point IV, Fortune Magazine 41:89 (Feb.) 1950. 


J.A.M.A., Nov. 20, 1954 


we may soon be lost in a jungle of conflicting ideas re. 
garding the geography of disease. Why is it that bacillary 
and undiagnosed dysenteries have increased five or more 
times in the United States over the past two decades? 
Why is sylvatic plague of greater concern east of the 
Sierras than in our western coastal areas? Jungle yellow 
fever has been found to be transmissible by vectors occur- 
ring in the sparsely wooded highlands of Central Amer. 
ica, which have a terrain similar to our southwestern 
United States. Why is this disease no longer confined ty 
the jungles of Central and South America? If we admit 
that such problems are not foreign to our expanded inter- 
ests in world trade, travel, and quest for raw materials. 
then we should not disregard completely the efforts that 
have been made by private, missionary, government. 
and cooperating agencies outside the U. S. in confronting 
international health education problems. The following 
quotation on this subject is of interest *: 

Alongside the topless towers of Point Four industrial dream. 
ing, public health and rural sanitation seem a humdrum issue, 
something to be left to the Rockefellers and the missionaries, 
Actually they deserve first priority for economic as well as 
human reasons. The short life expectancy of an Indian (27 
years) or of a Persian is itself their No. 1 national economic 
handicap and worst form of “underdevelopment,” since it means 
—to put it coldly—that the average child born is destined to 
spend too much of its life as a drain in proportion to its years 
of productivity. To urge birth control is only to beg the ques- 
tion; for able-bodied adults are always a potential economic 
asset. . . . Public health programs made possible India’s and 
Indonesia’s enormous population growth, which is troublesome 
but not basic, for that growth measures the first stage of 
economic development. 


EFFORTS OF NEAR EAST FOUNDATION 


It is difficult to envisage how a few adequately trained 
technicians could enlighten great masses of people who 
do not have the basic understanding of community needs 
and responsibilities that an elementary education can pro- 
vide. In Asia, the Near East Foundation has exerted its 
efforts, and with uniform success where others have 
failed. In 1930, as a successor to Near East Relief, the 
foundation began to improve the condition of agriculture 
in the countries of the eastern Mediterranean. An insti- 
tute of rural life was established in the American Uni- 
versity of Beirut, Lebanon, to “inspire landowners and 
tillers of the soil to cooperate in the use of scientific 
knowledge for the improvement of rural life.” The pri- 
mary objective of the foundation was the introduction of 
modern agricultural methods; but sanitation, recognition 
of social needs, and personal hygiene go along as partners 
and eventually spread throughout the village, With the 
full cooperation of each government concerned, the foun- 
dation has been astute enough to begin at the village level 
and develop intelligent youth as the center of the pro- 
gram, which the village identifies as its own. 

It became apparent early in the work of the foundation 
that the current training of agricultural teachers in Leba- 
non and Palestine was too complex. Therefore, the Insti- 
tute of Rural Life developed, and a volunteer unit known 
as the Village Welfare Society was born. Five day con- 
ferences were held among interested students and teach- 
ers, after which small groups went into southern Leb- 
anon and Palestine to explore the possibilities of improv- 
ing health, agriculture, home life, and recreation. The 
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\ear East Foundation’s adviser and the Palestinian de- 
partme:'t of education gave their cooperation. It be- 
came a program of the country, as intended, and not one 
foisted on them by an outlander group, which would have 
yen viewed with suspicion or hostility by the local peo- 
ple. As President Penrose * points out in his chronicle of 
the American University, within 10 years after its in- 
eption, there were more than 300 teachers and students 
who devoted much of their vacation and other free pe- 
jods to this work. Almost all paid their own expenses for 
savel and maintenance. This was a truly humanitarian 
effort from the beginning. 

These early endeavors of the foundation, though ag- 
cultural in ultimate objective, initially were related to 
the heaith and sanitation of the community. Thus, clinics 
ind sanitary projects, such as lectures on public hygiene, 
emoval of rubbish and piles of manure, and the building 
of latrines, were included. A major engineering project 
was developed at Jibrail to clean, drain, and protect the 
pring that supplied the village with water. The land sur- 
rounding the spring was leveled, drained, sanded, and 
enclosed. A concrete swimming pool was constructed 
nearby, and the beginnings of a public park came into 
being. In another station camp, in the Boga’a Valley, a 
permanent health center was established, with nurses in 
residence throughout the year. This served as a nurse’s 
field training area, at the joint expense of the American 
University of Beirut and the Near East Foundation. 
4 physician from the American University made weekly 
visits. A boring machine, found in the district by vol- 
unteers, Was put to use, and an artesian well was de- 
veloped. This was an improvement over the previous 
source, an open canal used by cattle and washerwomen 
alike. The boring machine found similar good use in 
ther neighboring communities. 

The success of the village welfare services aroused 
much interest among both governments and individuals. 
The Mukhtars of the villages, the agricultural agent, and 
the administrator of the Boqga’a all played their parts, and 
without their wholehearted cooperation little would have 
been accomplished. Later, village welfare services were 
developed in Syria and in Jordan. In each case the gov- 
ernment concerned invited volunteers from station camps 
established elsewhere. A chain reaction was set up that 
continues today in Iraq, Iran, and elsewhere in the Near 
East. In a measure, this effort was the beginning of what 
we now know as an agricultural extension division, with 
the establishment of farmers’ cooperatives to increase 
land utilization and productivity. 































AMERICAN UNIVERSITY OF BEIRUT 

Less than five years ago (1950-1951) the American 
University of Beirut initiated its first regional program 
lor training sanitarians, medical technologists, laboratory 
technicians, and hospital administrators. With the assist- 
ance of the Technical Cooperation Administration, suf- 
ficient support was provided to establish fellowships for 
60 students from neighboring countries who would have 
the opportunity to learn, in the region where they would 
later practice, the problems peculiar to the region and 
possible means of solution. To implement the program, a 
public health administrator was brought from Egypt and 
another brought from Syria; a public health nurse from 
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Greece; a sanitarian from Cyprus; a statistician, a hos- 
pital administrator, and a nutritionist from the United 
States; and a medical technologist from Austria. The 
principle was established that experts of the region, 
wherever available, should be utilized to instruct people 
of the region on problems that they themselves must 
solve. This cooperative effort to gain a better under- 
standing of disease processes and their control at the 
regional level was initiated at Beirut, where year-round 
training programs could be held. For more than 80 years 
the American University has engaged in professional 
education of physicians, nurses, and pharmacists, but not 
of other health personnel primarily concerned with pre- 
ventive methods. 

One must understand the problems of the Near East, 
the complexity of environment with tropical and sub- 
tropical climate; the social stratifications; the heterogene- 
ous religions of the area, as represented by Moslems, 
Christians, Druses, and Jews, all with their various sects 
and subsects; the many nationalities, Lebanese, Syrian, 
Iranian, and so on; the varying economic and social 
strata, where the poor predominate and the “ignorant 
live in an atmosphere of economic and educational feu- 
dalism.” * To this complex situation must be added psy- 
chological influences, such as individualism, fatalism, 
and a sense of insecurity and inferiority. These factors 
are superimposed on years of exploitation by “balance 
of power” machinations of a warring world that had 
largely passed them by. In such a milieu it is difficult to 
recognize and contro! commoner communicable diseases, 
let alone the more complex health problems. 


PEIPING UNION MEDICAL COLLEGE 

During the 20 years of its existence (1924-1943), 
the Peiping Union Medical College, established in Pei- 
ping, China, by the China Medical Board, had developed 
an enviable reputation as a first rank institution. When 
the Rockefeller Foundation, through the board, decided 
to provide the people of China with the best type of med- 
ical and nursing education, it was recognized that more 
than 10,000 physicians should be available for the 450 
million people of China. Rather than duplicate the some- 
what mediocre job being done by existing institutions, it 
was felt that an internationally recognized staff of the 
highest caliber should be assembled to serve as a western 
model for the continent of Asia. The best possible-facili- 
ties were built to meet the exacting needs of the staff and 
students. Even today, the facilities compare favorably 
with the best found elsewhere in the world. Unfortu- 
nately, first the Japanese invasion and presently the com- 
munist domination of China have cut short the enviable 
record of Peiping Union Medical College. 

Despite the fact that, as originally conceived, this in- 
stitution was organized primarily for the undergraduate 
instruction of physicians and nurses, it developed far 
more in the graduate and postgraduate area as a teacher- 
training center. In numbers, slightly more than 500 fell 
into the first category, whereas five times this number en- 
rolled for graduate study.* These returned, in many cases, 
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to their home communities or institutions and without 
doubt had a profound influence in protecting the health 
of people throughout China, as well as raising their stand- 
ards of medical care. It is of great interest that an average 
of 50 or more institutions annually, during the period 
1935-1940, sent their graduates to Peiping Union Med- 
ical College to enrich their knowledge. The library de- 
veloped remarkably and is still the only representative 
collection of its kind in the Far East. It was respected by 
the Japanese, and it is hoped that it will not be destroyed 
by the present communist regime. 


COMMENT 

International health educational programs are, above 
all things, a team job, and often the local government can- 
not handle these programs without outside help. But even 
with internationally recognized specialists on loan from 
the World Health Organization or the Foreign Opera- 
tions Administration, and with financing from outside 
sources, they must still remain projects of the country 
and community. If fully identified as spawned by the 
local government, they may have permanence and defi- 
nite follow-through. This was exemplified by the misfor- 
tunes of the Rockefeller Foundation’s village program 
outside Cairo, Egypt. After five years, on retirement of 
the foundation, the government failed to carry on, and as 
a consequence the program did not survive. In this case, 
the main difficulty was that the program was not identi- 
fied at the outset as a project of and by the Egyptian gov- 
ernment. 

The primary level of health educational efforts should 
depend on the degree of development of the country or 
region concerned. In less well-developed areas, educa- 
tion should begin at the village level, making use of the 
experience of the Near East Foundation and other re- 
gional training programs. In better deveioped areas, the 
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regional public health program as epitomize: at the 
American University of Beirut should serve a. an e,. 
ample. In more progressive areas, where teacher train- 
ing and advances in knowledge may be the goals, the 
Peiping Union Medical College represented the best ey. 
ample during the short. period of its existence. In all suc} 
programs, training of local personnel and the designation 
of the program as a local or regional project have beep 
the keys to success. Regional educational facilities are 
first explored and utilized. If they are not completely ade. 
quate, experts and technicians are brought in to traip 
auxiliary personnel. Key professional personnel may re. 
ceive training abroad and thus be aided by specialize 
facilities. In exchange, visiting lecturers and field workers 
from the Foreign Operations Administration or the 
World Health Organization may serve to initiate pro. 
grams in regions where they are completely conversant 
with local problems. 

Successful educational approaches of representative 
American-supported institutions in the Near East and 
in the Far East could serve as models in other areas, 
Through these, horizons are extending beyond national 
boundaries, and some maturity in attitudes towards others 
has been attained (and in a large measure it is best for 
national interest that it is done). Almost twice as man) 
countries have cooperated with the United States in mu- 
tual security programs as were numbered among its allies 
in World War II. While everyone points to the Arctic as 
a potential battleground, it is elsewhere that the United 
States must look for supplies such as oil and minerals and 
vital resources of many kinds, the most important being 
the peoples of the world whom we can count on as our 
friends. 

20 Del Monte Dr., Burlingame, Calif. 





PLASTIC SPLINTS FOR NEUROLOGICAL CONDITIONS 


Everill W. Fowlks, M.D., Portland, Ore. 


Every physician, whether he be a specialist or a gen- 
eral practitioner, is confronted many times during his 
practice of medicine or surgery with the problem of 
supplying a proper support for a neurological state or 
paralysis. This paralysis may represent only a temporary 
physiological block, or it may be the result of a patholog- 
ical process. Such pathological states may be the result 
of infection, injury, or vascular insults, as in the more 
elderly patient. The lesion may be entirely peripheral, or 
it may be of cord level or even intracranial. Regardless 
of the location of the neurological lesion, I am primarily 
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concerned in this article with the resultant peripheral 
muscular damage or deformity. In spite of the frequent 
occurrences of such neurological conditions, very few 
physicians have taken time to work out the rationale for 
splint usage or the type of material to be used. The most 
common mistake on the part of the physician is to at- 
tempt to use the permanent, heavy type of weight-bearing 
or supportive apparatus in order to try to bring about 
correct alignment of the anatomic parts rather than to 
bring about proper antigravity support, which is the pri- 
mary function of splints. The splint also serves as 4 
temporary means of preventing contractures ' and over- 
stretching of the paralyzed or opposing muscles during 
the time they are either physiologically blocked or tem- 
porarily paralyzed. 

Too often in the past a patient with early poliomye- 
litis, peripheral nerve lacerations,” polyneuritis, or cere- 
bral vascular accident has reported to us in a plaster of 
paris cast, an aluminum or wood splint, or even mal- 
fitting, heavy metal braces, instead of a properly fitted, 
lightweight splint. All of these apparatus not only add 
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to loc. muscular fatigue but also cause increased general 
fatigu, mental depression, and anxiety. Patients have 
actualy suffered prolonged, or even permanent, soft- 
issue damage because of the difficulty in attempting to 
adjust or fit these solid structures to the contour of the 
region to be splinted. The removal of these apparatus 
during local thermatherapy and muscle reeducation is 
also a problem, as they are heavy and cumbersome, 
furthermore, they do not permit the use of other physical 
therapy modalities or of occupational therapy and other 
rehabilitation therapies without complete removal. After 
several years of experimentation with various materials, 
from light metals to methacrylic acid (Plexiglas) plastic, 
we have found the latter to be the material of choice, 
as it is easily worked with and requires only a minimum 
of equipment for heating * and molding or bending. Such 
material has always proved to be adequate and efficient 
in support, quickly fabricated, easily adjusted from time 
to time by simply reheating, and adaptable to simple 
design. Plexiglas thus lends itself freely and easily to the 
patient’s contours and, because of its lightness of weight, 
eliminates excessive fatigue. Plexigias has one slight dis- 
advantage: unlike Celastic, it cannot be shaped while 
warm, but must be quite hot. This slight disadvantage 
is more than balanced by the fact that it can be so easily 
readjusted by reheating, not only for slight adjustments 
of contour, shape, or angulation, but even for reuse by a 
different patient. 






















CRITERIA FOR SPLINTS FOR NEUROLOGICAL 
CONDITIONS 

To qualify as a suitable supportive apparatus for 
neurological conditions: (1) a splint must be made of 
material that is both strong and lightweight, so that it will 
support the part without fatigue; (2) it must at all 
times maintain correct body posture and alignment of 
the parts to prevent overstretching of paralyzed muscles 
or even shortening of normal muscles; (3) it must permit 
freedom of finer joint and muscular movements as well 
as prevent any obstruction to the circulation; (4) it must 
be easy to design, redesign, or adjust to meet the constant 
need for alterations in accordance with the progression or 
retrogression of the patient’s disorder; (5) it must prevent 
peripheral nerve pressure at all areas, especially over os- 
seous prominences; (6) it must be comfortable to wear; 
(7) it must permit freedom of gentle voluntary muscular 
contractions at all times; (8) it must have smooth, bev- 
eled edges and properly fitted, firmly attached sponge- 
tubber pads at all pressure areas; and (9) it must have 
adjustable leather cuffs attached to properly spaced slots 
in order to hold it rigid and in the proper position at 
all times. Plexiglas is the only material that can give 
a splint all of these qualities. It is a rather simple matter 
totake proper measurement of the hand, arm, foot, ankle, 
shoulder, or other area‘ to be splinted so that a paper 
pattern can be made from which to cut and fabricate the 
plastic splint. 
























MOST USEFUL TYPES OF SPLINTS 
In the Physical Medicine Rehabilitation Service at 
my hospital, we have made many successful plastic 
splints for antigravity support, for prevention of over- 
stretching of muscles, and for reduction of contracture 
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deformities. Probably the most important single splint 
is that required for the proper treatment of shoulders 
and arms that need abduction. In these cases, we wish 
to protect the deltoid and biceps muscles, which have 
become paralyzed or weakened because of poliomyelitis, 
progressive muscular atrophy, or axillary and musculocu- 
taneous nerve injuries. At the same time that we are pre- 
venting overstretching of these muscles, we are reducing 
undue strain on the rotator cuff structures and shoulder 
ligaments so that the danger of shoulder joint sublux- 
ation is lessened. Proper flexion support is also afforded 
for the forearm, wrist, and hand muscles. Additional 
freedom of finger, hand, and wrist movements can easily 
be accomplished by a built-in forearm hinge (fig. 1). 
This hinge gives the patient adequate range for writing 
and other finer activities that can be made available to 
him through our occupational and manual arts clinics. 
In the patients who require further support because of 
supinator weakness, it is a simple procedure to fabricate 
a U-shaped plastic cuff to fit around the forearm and to 




















Fig. 1.—Plastic abduction shoulder splint, with hinged forearm open 
to allow use of hand. 


fasten its lower edge on a small flat base at approximately 
a 45 degree angle so that it can rest flat on the upper 
surface of the main splint. This arrangement not only 
will give the forearm the desired steadiness but will keep 
it in the correct, partially supinated, position for good 
functioning while writing or working. 

Another important splint, the simplest of all to make, 
is the opponens cuff ° (fig. 2A ). This splint is very useful 
in the treatment of poliomyelitis, peripheral nerve injur- 
ies, and patients with progressive muscular atrophy whose 
opponens pollicis muscles need protection from over- 
stretching. It likewise serves to prevent adductor con- 
tracture of the thumb and keeps the thumb in proper 
position for finger opposition so that the hand remains 
functional and useful. The wrist cock-up ° or extensor 
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splint is frequently needed (fig. 2B). The amount or 
degree of extension to be obtained is usually dependent 
only upon the mobility range of the wrist splint. This 
splint can easily be adjusted as to amount of cock-up 
according to the changing demands placed upon it for 
proper muscular exercise and by returning muscular vol- 
untary function and power. In fabricating this splint, one 


Fig. 2.—A, plastic opponens cuff splint; B, wrist extensor splint of 
plastic and leather. 


should be sure that it does not extend farther than the 
metacarpophalangeal joint, so it will allow plenty of free- 
dom of digital movement. The patient who is required 
to wear such a splint because of poliomyelitis or pre- 
operative and postoperative peripheral nerve lesions or 
injuries can continue to exercise properly in the various 
physical medicine clinics. Without the benefit of the cock- 
up splint the patient’s ptosed wrist prevents him from 
using any of his functioning muscles properly, and disuse 
atrophy can become almost as damaging as the extensor 
paralysis. 

Patients suffering from the residuals of poliomyelitis, 
cerebral vascular insults, and peripheral nerve injuries 
frequently have multiple involvement of the nerve sup- 
ply to the forearm and hand.’ The resultant paralysis 
or muscular weakness may thus involve not only the 
extensor groups but the flexor groups and especially the 
abduction of the thumb. In the most common deformity 
seen, the claw hand, digital contractures can easily be 
corrected and supported by finger extension methods 
(fig. 3). Should the thumb be involved, another type 
of finger extension splint, with thumb support—a molded 
plastic hand rest strapped under the wrist and fingers 
with soft leather cuffs—serves as an excellent aid toward 
recovery; it also prevents capsular fibrous formation, 
always so contributory to the development of a non- 
functional hand, and interphalangeal contractures. 
Acutely ill or chronically involved poliomyelitis patients, 
as well as patients with degenerate cord lesions, poly- 
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neuritis, or peripheral nerve lesions, require foot! yard, 
for maintaining normal foot posture in order to p. even; 
contractures of the plantarflexors and overstretch ing oj 
the dorsiflexors. A large number of these patien, fing 
footboards uncomfortable in spite of padding anc sang 
bags to prevent both external and internal rotation oj 
the lower extremity. Metal splints have been used by 
are still more uncomfortable because of their excessive 
weight and the difficulty of adjusting them to the contoy; 
of the calf and for proper foot angulation. A Plexiglas 
splint overcomes these difficulties and brings abou 
proper foot alignment as a drop foot splint. This splint 
extends from just below the knee to slightly beyond the 
toes; it is held in place by leather straps around calf. 
ankle, and instep. An opening on the heel and a padding 
of folded gauze or cotton prevent pressure. Finally, 
useful plastic splint is that which we use for facial paral- 
ysis (Bell’s palsy). This consists of a narrow, elongated 
letter S that hooks over the ear on the side of the paral- 
ysis and into the corner of the mouth. This splint pre- 
vents sagging of the facial muscles and is much more 
comfortable than adhesive tape strapping. 


Fig. 3.—Two types of finger extensor splints of plastic and leather. 


SUMMARY 

Plexiglas splints have proved quite satisfactory for the 
treatment of neurological conditions. These splints pre- 
vent contractures and overstretching of muscles and 
periarticular joint capsular elements. They are light- 
weight and easy to make and to adjust. They add to the 
patient’s comfort and are a great aid in prevention of 
mental depression and general discouragement. 
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(ANCER AND 


Cancer in the middle ear is a paradoxical and frus- 
trating sort of malignant disease. Favorably situated to 
give early warning and to allow easy diagnosis, slow to 
spread to well-lateralized and surgically convenient lym- 
phatics, and rarely metastasizing to distant organs, it is 
nevertheless a relentless killer not readily subdued by 
tried methods of attack. What is the reason for the 
paradox? How can changing concepts and new tech- 
niques be applied to the problem? To answer these ques- 
tions the natural history of these tumors has been re- 
studied, the methods of treatment reexamined, and the 
record of achievement, which must be bettered, estab- 
lished. 

Since the last review of cases at the Mayo Clinic by 
one of us (F. A. F.) and Hempstead in 1943, a carotid- 
body-like tumor of the middle ear has been identified and 
classed as chemodectoma.”? This tumor, which has a 
relatively favorable prognosis, had been included previ- 
ously among the cancers of the ear. The treatment ot 
cancer thus was made to appear more satisfactory than 
present knowledge would warrant. With the chemo- 
dectomas now separated from frank cancer, the latter by 
contrast appears to be even more deadly than it was 
considered previously. 


CLASSIFICATION 

In the records of the Mayo Clinic from January, 
1907, through December, 1951, 124 cases of “malig- 
nancy” of the middle ear and mastoid were found. By way 
of contrast, more than 13,000 patients who had cancer 
of the stomach were treated at the clinic in the same 
period. Twenty-seven of the 124 cases were eliminated 
from this study because the presence of the disease was 
not proved by biopsy, because tissue removed elsewhere 
could not be examined, or because the tumors were not 
definitely in the middle ear or mastoid. Two meningiomas 
in the middle ear also were excluded. Of the 95 tumors 
suitable for study, 47 were considered to be intrinsic in 
the middle ear or mastoid, and 26 were extrinsic. After 
a histopathological review in all cases, 22 tumors were 
classified as intrinsic chemodectomas. 

The intrinsic cancers of the ear were those that ap- 
peared to have arisen in the middle ear or mastoid cells 
or in the external auditory canal in such intimate rela- 
tionship to the destroyed eardrum that their exact site 
of origin was equivocal. This group of cancers was sub- 
divided into squamous cell epithelioma, fibrosarcoma, 
adenocarcinoma, and anaplastic malignant disease that 
could not be classified. 

Those cancers of the ear that were presumed to have 
invaded from primary sites outside the middle ear or 
mastoid made up the extrinsic tumors. They were sub- 
divided into epithelioma, adenocarcinoma, and highly 
malignant tumors that were impossible to classify histo- 
logically. Of the 26 extrinsic cancers, 14 were epi- 
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theliomas. Of these, 13 originated in the skin of the 
auricle or the preauricular or postauricular regions and 
one originated in the nasoantral region. Of the nine ex- 
trinsic adenocarcinomas, three had spread from the 
parotid gland and six had spread from the external canal. 
Of the three extrinsic tumors that could not be classi- 
fied, two invaded from the nasopharynx and one arose 
in the postauricular zone. 

Chemodectomas of the middle ear are not frankly 
malignant in the histological sense or in their manner of 
spread or rate of growth; nevertheless, they are invasive, 
they kill by local extension, and they have been reported 
to have metastasized. Therefore, they will be considered 
separately. Only three of the chemodectomas were origi- 
nally so diagnosed by the pathologist. The diagnosis in 
the other chemodectomas was hemangioendothelioma in 
16 cases, sarcoma in one, fibrosarcoma in one, and 
squamous cell carcinoma, grade 4, or melanoepithelioma, 


in one case. 
CAUSES 


Sex, age, heredity, and chronic inflammation are fac- 
tors that appear to influence the incidence of tumors of 
the middle ear. No one has reported heretofore the 
greater incidence of intrinsic squamous cell epithelioma 
in the female sex, which was observed in our group of 41 
patients, 73% of whom were women. Of the 17 extrinsic 
epitheliomas and unclassified anaplastic malignant tu- 
mors, 13 (76% ) occured in men. The greater incidence 
of extrinsic epithelioma in the male sex is possibly re- 
lated to the greater exposure of the male sex to actinic 
radiation. Other investigators have pointed out the predi- 
lection of chemodectoma for women. Seventeen (77% ) 
of our 22 patients who had chemodectomas were women. 

Most patients who had epithelioma in the middle ear 
were between 40 and 70 years of age when the tumor 
produced its first symptoms. Patients who had adeno- 
carcinoma and chemodectoma were generally a decade 
younger. The youngest patient who had intrinsic squa- 
mous cell epithelioma was 28. The youngest patient who 
had a chemodectoma was 3 years of age when the tumor 
first appeared; the oldest was 65. The patients who had 
intrinsic fibrosarcoma experienced their first symptoms 
at 3, 11, and 54 years of age. The unclassified, anaplastic 
tumors appeared when the patients were 6, 13, 51, and 
75 years of age. A familial incidence of chemodectoma 
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of the middle ear has been reported * but was not ob- 
served in our series. 

The early descriptions of intrinsic cancer of the middle 
ear noted that it often followed long-standing chronic 
otitis media. Of the 41 patients in this series who had 
intrinsic squamous cell epithelioma, 19 (46%) had 
chronic otorrhea of many years’ standing. The estimated 
duration of the otorrhea before a sudden change in symp- 
toms suggested carcinogenesis was more than 40 years 
in 12 of these 19 patients, the shortest duration being 
20 years and the longest 69. A history of chronic infec- 
tion also was obtained in the one patient who had an 
intrinsic anaplastic tumor, but such histories were noted 
innone of the patients who had intrinsic sarcoma, adeno- 
carcinoma, or chemodectoma. 


DIAGNOSIS 


The physician, in dealing with disease of the middle 
ear, finds it difficult to maintain a high index of sus- 
picion of cancer because the symptoms of cancer, which 
is rare, are mostly those of infection, which is common. 
Many such cases have been diagnosed early, but tragic 
delay is often the rule. 


Cancer.—The commonest presenting symptoms of 
intrinsic cancer were aural discharge and pain; these 
occurred in about half of the patients. If many years of 
chronic otitis media had preceded the malignant trans- 
formation, an increase in discharge, pain, or other 
symptoms or the sudden appearance of a new symptom 
such as bleeding aroused suspicion. A tumor visible 
through or in the ear canal was noted in 85% of the 
patients, but it was never the first indication of the dis- 
ease. Other common clinical findings were loss of hear- 
ing, aural bleeding or bloody discharge, weakness or 
paralysis of the facial nerve, dizziness or vertigo, and 
tinnitus. Mastoid tenderness, postauricular swelling, 
headache, nausea and vomiting, throbbing, trismus, ful- 
ness in the pharynx, and itching in the canal were noted 
in a few patients. The orifice of the eustachian tube was 
visibly involved in several patients. Signs of involve- 
ment of cranial nerves other than the seventh and eighth 
were suggestive of intracranial spread. Evidence of in- 
creased intracranial! pressure was ominous. Mastoid 
cloudiness, sclerosis, and destruction of air cells were 
common roentgenographic findings. 

Extrinsic cancer invariably had manifested itself in its 
primary location before pain and discharge betrayed its 
spread to the middle ear. The cytological approach to 
diagnosis, with the Papanicolaou technique, has been 
applied to cancer of the middle ear, and its use in follow- 
up examination after treatment has been suggested. 


Chemodectoma.—Diminished hearing or deafness 
may precede other evidence of chemodectoma of the 
middle ear by several years. Deafness occurred in 16 of 
the 22 patients and was the first symptom in 9 patients. 
Pain, discharge, tumor in the canal, roentgenographic 
signs, and other common evidence of intrinsic neoplasms 
of the ear were recorded with about the same frequency 
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as in cancer. Visible tumors usually were vascul:r anq 
bled easily. Thus, a young or middle-aged adu!: who 
presents a history of unexplained, unilateral deafness fo; 
several years and who suddenly experiences discharge 
from the ear or presents a visibie vascular tumor in the 
ear must be suspected of having a chemodectoma. Weak. 
ness of the facial nerve was present in half the patients 
but was the first symptom in only one patient. Homo. 
lateral cranial nerves other than the seventh and eighth 
were involved frequently. In two patients, the disease 
affected all cranial nerves from the 3rd through the | 2th. 
A bruit was heard in one patient. 


PATHOLOGY 


Cancer.—In the group of 47 intrinsic cancers, 4] 
were squamous cell epitheliomas. Fourteen of the 26 ex- 
trinsic cancers were epitheliomas. The squamous cell 
epitheliomas were graded according to Broders’ method, 
grade 1 being the most differentiated and grade 4 the 
most anaplastic. All intrinsic epitheliomas were squa- 
mous cell tumors; 5 were grade 1, 22 were grade 2, and 
14 were grade 3. Since even the grade 1 intrinsic squa- 
mous cell epitheliomas were so frequently early killers, 
no correlation could be made between the microscopic 
grade and the degree of clinical malignancy. Of the 14 
extrinsic epitheliomas, 4 were basal cell and 10 were 
squamous cell in type; of the squamous cell types, 7 were 
grade 1 and 3 were grade 2. Even after basal cell epithe- 
lioma had invaded the mastoid or middle ear, it proved 
to be much less dangerous than squamous cell tumors. 
The predominance of basal cell and grade 1 squamous 
cell epitheliomas among the extrinsic cancers is in con- 
trast to the majority of grade 2 and 3 lesions among the 
intrinsic carcinomas. 

Of the 11 adenocarcinomas, the 2 intrinsic tumors 
and 3 of the 9 extrinsic tumors were of the cylindroma 
type. Patients who had cylindromatous lesions survived 
for a long time despite local reappearance and distant 
metastasis. This observation is consistent with the his- 
tory of many cylindromas in other parts of the body. 
Frank adenocarcinoma ran a more malignant course. 
Tumors of the parotid gland were generally slow to 
spread to the middle ear, having done so in our three 
cases only after 28, 25, and 13 years. Two of these pa- 
tients died, both because of intracranial extension of the 
adenocarcinoma. 

Three of the 47 intrinsic cancers were fibrosarcomas. 
One of these had been diagnosed previously as heman- 
gioendothelioma. These tumors had an extremely malig- 
nant course. One intrinsic and three extrinsic cancers 
were so anaplastic as to defy classification. They had 
a rapid, downhill, uniformly fatal course. A chronic 
or acute inflammatory element and prior irradiation 
frequently complicated the histological picture. 

Of great importance to the surgeon is the pattern of 
spread of tumors. Direct spread is the rule in cancer 
of the middle ear. The mastoid bone and the external 
canal are the structures invaded most frequently. The 
second commonest route of spread is the regional 
lymphatic vessels. Ward and associates‘ reported on 
five patients who had block dissection of the neck; all 

had lymphatic metastasis, although only three had had 
clinically demonstrable involvement of the lymph nodes. 
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tympliatic spread was infrequent in our cases. Homo- 
teral cervical lymph nodes, suspected clinically to con- 
yin metastatic tumors, were noted in only 8 of the 47 
patients who had intrinsic cancer and in 7 of the 26 pa- 
iients Who had extrinsic lesions. The appearance of many 
of these suspicious nodes could well have been the re- 
wit of inflammation. Ony two patients had surgical 
exploration of lymph nodes that were suspected to har- 
yor tumor; the diagnosis was confirmed histologically 
in both. Hematogenous metastasis to bone, lung, or liver 
occurred in only a few instances. 

Infection, subcurative operations, and damaging radi- 
ation have usually added to the patient’s misery before 
death occurred. The immediate cause of death could not 
be determined often, as death usually took place after 
the patient had returned home. In nearly all instances, 
death was thought to have been caused directly or in- 
directly by the cancer. A review of the literature suggests 
that most patients die of cachexia, meningitis, pneumo- 
nia, and occasionally hemorrhage. 

Chemodectoma.—The histopathological picture of 
chemodectoma is comparable to that of tumors of the 
carotid body. The tumor is highly vascular, the walls of 
most of the bood vessels appearing as a single layer of 
endothelial cells. Close to the lining of the blood vessels 
lie cords and nests of epithelioid cells, polygonal or 
round, usually with large amounts of slightly granular 
eosinophilic cytoplasm. The nuclei are round or oval, 
sometimes polygonal, with punctate granules of chro- 
matin; the nucleoli are small and sometimes multiple. 
The nests of tumor cells often are separated by irregular 
trabeculas of fibrous connective tissue (fig. 1). 

Chemodectomas, arising in the adventitia of the jugu- 
lar bulb beneath the floor of the middle ear and some- 
times in the canal of the ramus tympanicus, are prone to 
spread beneath the base of the skull, involving cranial 
nerves at their exit from the cranium. They readily erode 
bone. However, in only 2 of our 22 cases was chemodec- 
toma shown to have invaded the cranial cavity. In one 
of these, previously reported by Dockerty and associ- 
ates, the tumor manifested itself as a lesion at the cere- 
bellopontile angle. 

Lymphatic metastasis from chemodectoma has been 
reported by Winship and associates,° whose paper con- 
tains a photomicrograph of the tumor in an upper cer- 
vical lymph node. In our experience, chemodectoma has 
been a moderately active, nonmetastasizing neoplasm. In 
only one instance in our series of chemodectomas (case 
1) was metastasis to the cervical lymph nodes sus- 
pected, but biopsy was not done for substantiation. No 
instance of hematogenous metastasis was encountered. 

Besides appearing in the middle ear and the bifurca- 
tion of the carotid artery, chemodectomas have appeared 
in the region of the ganglion nodosum of the vagus nerve, 
in the mediastinum at the locations of the aortic bodies, 
and in the nasal fossa and accessory nasal sinuses. The 
concurrence of independent chemodectomas in the ear 
(glomus-jugularis tumor) and in the neck (carotid-body 
tumor) has been reported previously. Such an associa- 
tion was noted in one of our patients, whose carotid-body 
tumor appeared in the contralateral cervical region three 
years after she received treatment for chemodectoma of 
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the ear. It is possible that lesions that may be taken to 
represent metastasis from the ear to the lymph nodes of 
the neck or mediastinum in reality are independent 
chemodectomas arising coincidentally in these different 
regions as carotid-body or aortic-body tumors. 


TREATMENT 


The physician who would cure cancer of the middle 
ear faces a difficult problem in surgical anatomy. The 
natural pathways of spread into the cranial cavity are 
through the canals of the petrous portion of the temporal 
bone, which lies among surgically hazardous structures. 
The carotid artery proceeds through a deep, sinuous 
groove in the undersurface of the pyramid. Posteriorly, 
the sigmoid sinus winds downward to the jugular bulb. 
About the pyramid, cranial nerves exit from the skull. 
The roof of the mastoid antrum is but a shell underlying 
the dura and the brain. If it is true that here “fools rush 
in where angels fear to tread,” it is no less true that a de- 





Fig. 1.—Chemodectoma (hematoxylin and eosin stain, x 400). 


featist attitude and a halfhearted attempt at eradication 
on the part of the surgeon is tantamount to the death sen- 
tence for most patients. 

Cancer.—Measures to prevent cancer in the middle 
ear include the prompt treatment of acute infections of 
the ear and the elimination of chronic disease of the ear. 
The prevention of extrinsic cancer in the middle ear re- 
quires definitive treatment of the primary tumor in the 
auricle or the parotid region before the lesion has spread 
to the relatively inaccessible middle ear. Before the tu- 
mor has reached deep into the auditory canal, surgical 
cure is relatively simple if only the surgeon’s concept of 
treatment is attuned to the inherent danger of the situa- 
tion. 

The plan of attack against cancer of the middle ear 
that has proved most effective at the clinic is the com- 
bination of surgical exposure by means of radical mas- 





5. Dockerty, M. B.; Love, J. G., and Patton, M. M.: Nonchromaffin 
Paraganglioma of the Middle Ear: Report of a Case in Which the 
Clinical Aspects Were Those of a Brain Tumor, Proc. Staff. Meet., Mayo 
Clin. 26: 25-32 (Jan. 17) 1951. 

6. Winship, T.; Klopp, C. T., and Jenkins, W. H.: Glomus-Jugularis 
Tumors, Cancer 1: 441-448 (Sept.) 1948. 
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or x-rays. This program of combined treatment has been 
employed by one of us (F. A. F.) and his co-workers ' 
during the past 20 years. Intravenous use of thiopental 
(Pentothal) sodium and curare together with intratra- 
cheal nitrous oxide-oxygen anesthesia permits the safe 


use of the cautery. Because of the difficulty in ascertain- 


ing the extent of the tumor at operation, the frozen-sec- 
tion diagnostic service is essential. At the end of the op- 
eration, the wound is packed with iodoform gauze im- 
pregnated with petrolatum. 


This combined treatment, received by 26 of the 73 pa- 
tients who had cancer, produced encouraging results (see 
table). No operative deaths occurred. Seven of 26 pa- 
tients who had extrinsic cancer received the combined 
treatment; 6 were alive without evidence of residual tu- 
mor at the last report. Nineteen of 47 patients who had 
intrinsic cancer received the combined treatment; 13 





toidectomy, sometimes preceded by ligation of the 
external carotid artery to minimize bleeding; electroco- 
agulation of tumorous tissue under direct observation; 
and implantation of radium by means of platinum 
needles and subsequent external radiation with radium 


Status of Ninety-Five Patients with Cancer and Chemodectoma of Middle Ear and Mastoid* 


J.A.M.A., Nov. 2), 1954 


had intrinsic cancer, the difference in treatment w. ; Often 
due to a difference in the philosophy of the phy sician, 
who treated the patients. This philosophy has ciiangeg 
drastically from one of futility to one of action. Most pa- 
tients who received no treatment or palliative tre atmen; 
would have been, in more recent times, in the group te. 
ceiving combined treatment. On the other hand. man 
in the group receiving combined treatment had diseay. 
that was far advanced. Therefore, we have chosen 1 
make the comparison. 


Unfortunately, the morbidity after combined treat. 
ment has been a problem. Prolonged discharge took 
place from the granulating wounds. Sequestration of 
burned and irradiated bone continued for two months 
a year or more. This morbidity was less objectionable to 
patients who had extrinsic cancer and in whom cure was 
more likely. For the patients who had intrinsic cance; 
and for whom reappearance of neoplasm and subsequent 
death are frequently the outcome, it was most distressing 

What is wrong with the treatment of intrinsic cancer 
of the middle ear? Why is it often ineffective? Reappear. 
ances of the cancer are nearly always local and intra. 





Type of Tumor 
{Intrinsic cancer 
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* At last report. 


+ Combined treatment includes surgical exposure, mastoidectomy, electrocoagulation of visible tumor, and radiation. 


were alive at the last report, and of them 6 were without 
evidence of a residual tumor. Although 6 of these 19 
were dead in less than a year and another 6 were not 
cured although alive, 8 patients from the group lived 
more than three years. This is a great improvement over 
the record of the 28 patients who had intrinsic cancer 
and who received less than the combined treatment; 15 
of them were dead in less than a year, and only one was 
known to be alive after two years. 


At first glance it would appear unfair to draw a com- 
parison between the patients who received combined 
therapy and those who did not. It might be argued that 
the latter were a selected group with little chance of cure. 
Indeed, seven of the patients who had intrinsic cancer 
and five who had extrinsic cancer were considered to 
have little chance of cure, given no treatment, and sent 
home for palliative therapy. Seven of these patients were 
lost to follow-up and probably succumbed rapidly. Some 
patients received radiation alone or surgical treatment 
alone. Actually, however, it is not entirely true that the 
groups were different. Particularly in those patients who 





7. Campbell, E. H., Jr.; Volk, B. M., and Burklund, C. W.: Total 
Resection of Temporal Bone for Malignancy of Middle Ear, Ann. Surg. 
134: 397-404 (Sept.) 1951. 





t L indicates patient alive at last report; D indicates patient died at time indicated. 





cranial. The inescapable conclusion is that, although the 
local treatment is radical, it is not radical enough. Sur- 
geons who have attempted to extend the operation by 
applying the concept of block resection to cancer in the 
middle ear have fared no better. Of Ward’s five patients 
who underwent dissection of the neck and resection of 
the middle ear in continuity, three died with residual tu- 
mor present, one was living with tumor present three 
months after operation, and the last, a 70-year-old pa- 
tient, died 17 months later clinically free of carcinoma. 
The patient of Campbell and associates * whose temporal 
bone was completely excised died in 16 months of intra- 
cranial extension of the tumor. Admittedly the experi- 
ence with this type of extended radical surgical treatment 
has been too limited to warrant conclusions. 


It has not been possible to compare the efficacy of sut- 
gical treatment with that of radiation. The surgeon has 
not had enough confidence in the thoroughness of his 
knife to withhold radiation. The radiotherapist, on the 
other hand, has had to contend with a tumor shielded by 
a bony vault, and operation has become a means of ex- 
posing the region to more effective radiation. Only on¢ 
of our patients was treated successfully by radiation 
alone; this patient survived for 10 years without evidence 
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of recurrence of cancer. In fact, it was the consistently 
ynsatisfactory results in the treatment of these lesions 
with radiation observed by one of us (F. A. F.) and 
Hempstead that led to the introduction of the combined 
method of therapeutic management in these cases. 

Chvmodectoma.—The adequacy of treatment for 
chemodectoma in the middle ear is difficult to evaluate 
because Of the nature of this tumor. The results have 
been cxcellent with respect to survival and good from the 
standpoint of reappearance of disease (see table). Rad- 
ical surgical intervention for chemodectoma is seldom 
indicated, and the extreme vascularity of these tumors 
makes surgery exceedingly difficult; however, the com- 
bination of surgical exposure and intracavitary radiation 
has proved highly effective. 

Although chemodectoma is allegedly radioresistant,° 
20 of our 22 patients received some form of radiation, 
usually facilitated by conservative surgical exposure. To 
conclude that the satisfactory results in these cases were 
due to radiation, however, without comparing them to a 
similar group of untreated patients is not permissible. In 
the absence of such controls, no conclusion is justified. 
The radiosensitivity or radioresistance of chemodectoma 
must not be confused with its radiocurability. Lenz * has 
pointed out that the inherent tendency of a tumor to slow 
srowth may be more important in determining its radio- 
curability than is its responsiveness to irradiation. Thus, 
in terms of long survival without symptoms, the prog- 
nosis of the patient with chemodectoma is far better 
after radiation than that of the patient who has anaplastic 
carcinoma, though the latter may be highly radiosensitive. 

Survivals of 21, 11, and 9 years were noted in pa- 
tients treated by radiation alone. Five of 22 patients are 
known to be dead. One died of a myocardial infarct nine 
years after treatment; another died four and one-half 
years after treatment, probably from intracranial spread. 
The third patient died in the immediate postoperative 
period after craniotomy. A 31-year-old child was dead 
four months after onset of symptoms, external treatment 
with radium having failed to halt a rapidly fatal downhill 
course with severe neurological complications. The fifth 
patient died after 25 years of treatment at the clinic; her 
case history, which follows, well illustrates the slow 
course and persistent nature of chemodectoma. 

Case 1.—A woman first noted deafness of the right ear 
at the age of 20; two years later, she experienced pain, dizzi- 
ness, and aural discharge. She was first seen at the clinic in 
1915, at the age of 23. A diagnosis of chronic otitis media was 
made, and radical mastoidectomy was performed. Profuse 
hemorrhage occurred at operation. Recurrent “granulations” 
were removed at the clinic in 1916 and 1918. In 1920, facial 
paralysis developed and a mass was seen in the auditory canal. 
The mass was considered to be inflammatory, and biopsy was 
not done. In 1921, the mastoid cavity was explored because of 
a mass behind the ear, and for the first time it was recognized 
that the condition was not simply infection. A clinical diagnosis 
of vascular tumor or venous aneurysm was made, but no patho- 
logical study was made of the tissue. In 1923, treatment with 
radium was given because of the persistence of symptoms. In 
1924, a mass was noted in the nasopharynx about the eustachian 
tube, together with exophthalmos on the right side. Radium 
was applied externally and in the nasopharynx. Good response 
to radiation was noted each time; by 1925, the mass in the naso- 
pharynx was almost gone. Radiation treatment was given on 
two more visits in 1925, and, because of hardened lymph nodes 
in the left cervical region, treatment was also given over the 
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left side of the neck. Biopsy of the cervical lymph nodes was 
never done. In 1926, although the patient felt better than she 
had for 12 years and no tumor was visible, radium was used 
again. 

In 1931, the patient returned to the clinic because of a burn- 
ing sensation in the right ear and right side of the neck, a mass 
in the auditory canal, and a bulge in the nasopharynx. In 
addition, the Sth and the 7th through the 11th cranial nerves 
on the right were involved. The first pathological study in this 
case was then done on tissue removed from the nasopharynx; 
it was interpreted at that time as fibrosarcoma, grade 4. Review 
of this tissue now reveals it to have been a chemodectoma with 
considerable pleomorphism of cells. More radiation therapy was 
given. In 1933, there was noted paralysis of the regions supplied 
by the 3rd and 12th cranial nerves. 

The patient was fairly well until 1940, although the paralysis 
persisted. At this time, fascia lata was transplanted to the right 
side of the face to correct the facial sag, and a lateral blepharor- 
rhaphy was performed. In 1944, the patient returned because 





Fig. 2.—A and B, squamous cell epithelioma primary in right auricle 


of ear of patient in case 2. C, appearance five months after radical 
excision, mastoidectomy, eiectrocoagulation, and intracavitary and external 
radiation. Note sequestration of bone and total right facial paralysis. 
D, temporal wound resurfaced by staged transfer of tubed thoracic flap. 


of a foul discharge from the right auditory canal; much seques- 
trated bone was removed from the mastoid region. No tumor 


was found, but radiation was given. The patient died in 1946, 
at the age of 54, approximately 34 years after the first symptoms 


of chemodectoma. The cause of death is not known. 


Reconstructive Surgical Treatment.—The principal 
usefulness of reconstructive surgical procedures after 


primary treatment of cancer in the middle ear is in 
closure of granulating surfaces and correction of de- 
formities resulting from paralysis of the facial nerve. 
A lateral blepharorrhaphy is commonly done to correct 
epiphora and minimize conjunctival irritation. Facial 
symmetry can be improved by insertion of fascial slings 





8. Lenz, M.: Radiocurability of Cancer, Am. J. Roentgenol. 67: 428- 


442 (March) 1952. 
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taken place. In rare instances, this might be possible 


even at the time of primary removal of the tumor; how- 


ever, this has not been true in our experience. 

Total reconstruction of the auricle appears worth while 
only if it is reasonably certain after a follow-up of several 
years that the tumor has been eradicated and only if the 
patient is young enough to enjoy the new ear for a long 
time. Such circumstances will be rare. Reconstruction is 
difficult owing to the sacrifice of local tissue at opera- 
tion and the poor quality of the tissue after infection and 
radiation. In most instances, a prosthetic ear will be more 
practical. The following case report is an example of 
what can be done to improve the appearance of the pa- 
tient after the radical treatment of epithelioma of the ear. 

Case 2.—A 62-year-old man was treated at the clinic, in 
1946, for extrinsic squamous cell epithelioma, grade 1, which 


had begun in a previously frostbitten auricle (fig. 2). It was 
necessary to sacrifice the auricle and to perform the combined 





Fig. 3.—A and B, final appearance of patient in case 2, 13 months 
after original operation. Facial paralysis partially compensated by fascial 
slings and lateral blepharorrhaphy. Prosthetic ear fitted. 


procedure of mastoidectomy, exposure of the dura, electro- 
coagulation, and both intracavitary and external radiation. 
Sequestrectomy and lateral blepharorrhaphy were done several 
months later, and the wound was closed with a delayed, tubed 
thoracic flap. A year later, fascial slings were introduced to 
improve facial symmetry and ihe patient was fitted with a 
prosthetic ear (fig. 3). The patient was well six years, after 


treatment. 
COMMENT 


If surgical treatment is to have a role in the manage- 
ment of intrinsic malignant disease of the middle ear 
other than to facilitate radiation therapy, it must be ex- 
tremely radical. What are the requirements of an opera- 
tion that aims at complete removal of the tumor? Modern 
surgical intervention for malignant lesions calls for en 
bloc excision under direct vision of the primary tumor 
and the contiguous sites of probable spread. 

The operation done by Campbell and co-workers * to 
remove the temporal bone is a step in the right direction. 
Sufficient exposure of the intracranial surface to allow 
determination of the actual extent of the growth may 
well require a temporoparietal bone flap rather than re- 
moval of the squamosa alone. The neurosurgeon should 
be a welcome member of the surgical team. Our experi- 
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and by excision of skin bordering the hair line to take 
up slack in the face. Anastomosis of the spinal accessory 
and the facial or the hypoglossal and the facial nerves, or 
neurografting procedures if feasible, can restore muscu- 
lar function if done before atrophy of the muscles has 
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ence does not justify advocating routine dissection of the 
cervical lymph nodes; however, in rare circumstances. 
combined dissection of the neck may serve not only to 
eliminate the regional lymphatic vessels when necessary 
but also to provide some exposure of the undersurface 
of the petrous bone and base of the skull. To increase this 
exposure, disarticulation of the temporomandibular joint 
or resection of the ascending ramus of the mandible 
sometimes will be necessary. 

Control of the internal carotid artery would appear to 
be essential. If it must be sacrificed, the risk of hemi. 
plegia and death must be weighed in the balance. An at. 
tempt should be made to close the dura primarily. Fail. 
ing this, a fascial graft may suffice. Drainage of cerebro- 
spinal fluid can be expected in some cases. The principle 
of primary closure is always appealing, especially in the 
patient who has cancer, for whom every day of comfort 
may be so important. Surfacing the cavity may require 
immediate advancement of a flap from the scalp or split- 
skin grafting directly onto the dura. 

To be willing to subject a patient to such a formidable 
procedure, the physician must be convinced that the situ- 
ation is desperate. In order for the patient to accept such 
an operation, the alternative prospect must be that of a 
rapid, painful, terminal course. This was certainly the 
rule in the patients who had intrinsic cancer and who did 
not receive the combined treatment. It also was true in 
nearly a third of those who did receive it; however, a rea- 
sonably good chance must exist for permanent cure. This 
cannot yet be predicted. One can assume there would be 
in the beginning a significant operative mortality rate 
and neurological morbidity rate. For the present, there- 
fore, it would appear that such an operation would be 
justified in selected cases of intrinsic malignant disease 
without distant metastasis only if the patient were fully 
acquainted with the serious circumstances of his dis- 
ease and had the knowledge that the operation was 
hazardous and untried. Such a procedure has not yet 
been attempted at the clinic. 


SUMMARY 


Although productive of early symptoms, readily ap- 
proachable for histopathological diagnosis, and slow to 
spread beyond the confines of the temporal bone, cancer 
intrinsic in the middle ear has been a highly lethal dis- 
ease. A combination of procedures for treatment, includ- 
ing exposure by radical mastoidectomy, electrocoagula- 
tion under direct observation, and intracavitary and ex- 
ternal radiation, has in our hands proved to be the most 
effective means of dealing with these lesions. Further im- 
provement may come from more radical operative pro- 
cedures that aim at total resection under direct vision of 
the temporal bone and any intracranial, subcranial, and 
lymphatic extensions of the tumor. 

Definitive operation for malignant lesions of the auricle 
and parotid should reduce the incidence of extrinsic 
malignant disease in the middie ear. When extrinsic can- 
cer has reached the middle ear and mastoid, aggressive 
and radical treatment still will save many patients. From 
the standpoint of long survival, management of chemo- 
dectoma in the middle ear with radiation therapy and 
conservative operative procedures has been satisfactory. 


102 Second Ave., S.W. (Dr. Figi). 
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“A person who dies may save the life of another per- 
son even after his own death.” ! This approach has made 
the need for postmortem homografts understandable to 
families of potential skin donors. Postmortem homo- 
srafts, taken after general death of donor patients, are 
an unlimited source of emergency, lifesaving “biological” 
closure material for extensive burns and open areas in 
individual patients; the procedure could be developed on 
anational basis, possibly saving many lives in the event 
of widespread disaster. Indication for use, technique of 
taking and applying the grafts, and length of survival 
as coverage of postmortem grafts are the same as for 
homografts removed from live donors. The advantage of 
postmortem grafts is that large sheets of split skin homo- 
grafts, which are easily applied, are available to all. 
There can be little reason to let this important source of 
skin go to waste. The disadvantages of homografts from 
live donors are obviated by postmortem homografts. 
There is no disfigurement, time loss, anesthesia, or 
wound care of the donor patient. Sufficient skin can be 
obtained without using groups of live skin donors, with 
the attendant personnel and operative time and expense 
for removal of skin from such a number of donors, or 
taking a large amount of skin from one live donor. 




















INDICATIONS FOR USE 

Homografts are indicated in extensive, deep burns or 
in other instances of large losses of skin for temporary 
coverage as a lifesaving procedure, as they give an emer- 
gency, “biological” closure of the open wounds. AI- 
though immediate survival of patients after sustaining 
extensive, deep burns has increased as the control of 
shock has become generally applied, this has made little 
change in the patient’s chance of surviving beyond the 
initial period of shock or for more than a few weeks after 
injury; there has been little reduction in death rates.” 
The patient can die only once, and whether death occurs 
on the 10th day or on the 30th day does not change the 
death rate. The persistent open wounds account for the 
late deaths, and it is only by closure of these extensive 
wounds that the death rate can be actually reduced, not 
just delayed. This is true both in the very young and, 
particularly, in the older age group, in which often even 
the shock cannot be controlled. Final recovery in ex- 
tensive, deep burns with full-thickness skin loss requires 
separation or removal of the burned skin and of deeper 
layers, if involved, and closure of the wound by coverage 
with skin grafts. 

At the time the open areas are ready for coverage, the 
patient with an extensive, deep burn is often not in good 
fnough general condition to stand the transference of 
























POSTMORTEM HOMOGRAFTS TO REDUCE MORTALITY IN 
EXTENSIVE BURNS 


EARLY “BIOLOGICAL” CLOSURE AND SAVING OF PATIENTS FOR PERMANENT HEALING; USE IN MASS 
CASUALTIES AND IN NATIONAL DISASTER 


James Barrett Brown, M.D. 


Minot P. Fryer, M.D., St. Louis 


his own skin; also, he may not have enough undamaged 
skin available for even partial coverage. Homografts 
provide temporary “biological” closure of wounds to 
tide him over this critical period. They are lifesaving 
until the general condition permits operative removal of 
the patient’s own split-thickness grafts for permanent 
healing. Improvement in general condition is definitely 
proportional to the amount of open area closed by graft- 
ing. If one-half of the open area is covered, the general 
condition will improve one-half or more. Postmortem 
homografts provide an easily obtainable, unlimited 
source of wide sheets of skin for extensive coverage, if 
necessary, that have the same general properties as 
homografts from live donors. 


REMOVAL OF POSTMORTEM HOMOGRAFTS 


Death of skin does not occur until some hours after 
cessation of breathing and circulation; this difference in 
time between general or somatic death and final death 
of the skin makes possible the obtaining of viable homo- 
grafts up to several hours after general death. 


Consent for removal of postmortem grafts need not 
be difficult to obtain from the responsible relatives. (It 
may be recalled that after death the patient’s body is 
owned by the nearest relative, and permission for any 
disposal must be obtained from him, regardless of wishes 
expressed before death by the patient.) Explanation of 
the need for the skin, when given at the time of request 
for permission for autopsy, has proved sufficient. A visit 
to a burned patient in need or display of photographs 
might supplement this appeal. If autopsy permission is 
not granted, permission to take thin, split homografts 
still may be obtained, as there is no detriment to em- 
balming and no disfigurement. Establishment of under- 
standing and responsibility is important for the recipient, 
his family, and the donor’s relatives to safeguard against 
the uneducated or chronic litigant. The donor patient 
should have had normal serum studies and have been 
free of malignant disease, communicable diseases, and 
transmissible dyscrasias. Cooperation of pathology de- 
partments and other services in determining possible 
donors is needed, and knowledge of local statutes is 
advisable. 





From the Department of Surgery, Plastic Surgery Service, Washington 
University School of Medicine. 

Parts of the illustrations in this report were previously reproduced 
in Annals of Surgery 138: 618-630 (Oct.) 1953. 

1. Brown, J. B.; Fryer, M. P.; Randall, P., and Lu, M.: Postmortem 
Homografts as “Biological Dressings” for Extensive Burns and Denuded 
Areas, Ann. Surg. 138: 618-630 (Oct.) 1953. 

2. Moyer, C. A.: An Assessment of the Therapy of Burns, Ann. 
Surg. 137: 628-638 (May) 1953. 
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Removal of postmortem homografts is done prefer- 
ably in the operating room, like any operative procedure, 
and in the same manner as from live donors. If permis- 
sion is granted later, the graft may be taken in the 
autopsy room or the donor may be transported to the 
operating room. Thin, split grafts are desirable, because 
thin grafts are more likely to take and, since any homo- 
graft is only temporary coverage, the thickness necessary 
for durability in permanent grafts is not required. Any 
method of cutting the grafts can be used, but the simplest, 
such as freehand, usually suffices, since the grafts are 
taken only from areas covered by clothing. It may be 
emphasized that this is not a time for novices to learn to 
cut grafts with various dermatomes, as the grafts tend to 
be thick in these cases, and thin grafts are desired. 


omer 8 












Fig. 1.—A, patient on admission, 19 days after almost total burn. B, postmortem 
homografts on sixth day, applied nine days after admission. Grafts were removed from 
donor seven hours after death. C, appearance of postmortem homografts after 30 days. 
The third phase in care of the extensive, deep burn has begun: transference of patient’s 
own skin from limited donor areas. D, permanent, complete healing with patient’s own 
skin, ready for final rehabilitation with restoration of flexion areas. Patient has survived, 


with use of postmortem homografts, what would have been a fatal burn. 


PRESERVATION OF HOMOGRAFTS 


Immediate application of the grafts is preferable. The 
following practical methods of short-term storage of 
homografts can be carried out in any hospital or location 
without any special equipment. Preservation of grafts 
for later use can be done by folding the graft on itself 
and keeping it moist in a sterile jar at ordinary icebox 
temperature, above freezing. Under these conditions 
postmortem skin has been found viable up to one month. 





3. Finch, C. A., and Gabrio, B. W.: Pro!ongation of Viability of the 
Stored Erythrocyte, abstracted, J. Clin. Invest. 33: 932-933 (June) 1954. 

4. Brown, J. B.: Homografting of Skin: With Report of Success in 
Identical Twins, Surgery 1: 558-563 (April) 1937. 
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Storage in 10% serum and buffered electrolyte .olutio, 
may further prolong survival, and the addition «f adep. 
osine, as has been suggested for the preservition 9 
blood, may prove to be advantageous.* Limited prese;. 
vation is also possible on the body of the dono;. Pog. 
mortem grafts have remained viable and have been use, 
successfully when taken 10 hours after the deatli of the 
donor if the body has been kept cool during this periog 
This factor is thought to be of particular importance jp 
dealing with widespread disaster on a national basis 
in which event there might be some necessary delay jp 
securing available skin for use. 
Long-term preservation of viable homografts is being 
investigated on this service and in several other places 
If developed to a practical point, this will be of grea 
value in the shipping and long-term storage o/ 
postmortem grafts for use on a national basis 
Antifreeze agents at low temperature are being 
studied clinically and experimentally on this 
service for preservation at very low temperature: 
this method may supply viable grafts even afte; 
long periods of storage. Vitrification has been 
studied elsewhere; at present it is excessively ex- 
pensive and so difficult as to be of little practical 
value. Freeze-dry methods for nonviable grafts 
which have been developed elsewhere and are 
being worked on here, may give the most prac. 
tical long-term storage. But important points are 
that freeze-dry grafts are not viable; that viable 
homografts, after application, probably last 
longer than nonviable freeze-dry grafts; and that 
viable grafts give a firmer “biological” closure of 
the wounds, which should afford a more normal 
surface coverage for protection of the wounds 
and maintenance of the general condition of the 
patient. It is interesting that a freeze-dry prepa- 
ration of a great vessel may actually be more 
successful than a freeze-dry skin graft, the en- 
dogenous position apparently lending itself to 
repair and substitution more permanently than 
the external repair. 


APPLICATION OF GRAFTS 

In applying homografts to the open areas on 
the burned patient, they may be sutured or 
simply wrapped, “snubbed,” into place with 
fine-mesh grease gauze. Steady, even pressure 
is applied by the remainder of the dressing, using 
surgical waste as needed and securing immo- 
bilization of the part with the dressing and re- 
inforcements as needed. “Take” of postmortem 
grafts is considered the same as in autografts, but the\ 
persist only for a limited period. Blood type is of no conse- 
quence. Persistence is not affected to a worth-while 
extent by any known drug. Homografts from the imme- 
diate family may last longer than from others, but per- 
manent persistence occurs only in identical twins, as 
observed in 1932 and reported in 1937.* This situation 
may occur in inbred strains of animals. The prolongation 
of survival of homografts is of extreme importance in 
investigative work and is one of the greatest clinical 
hopes. Permanent, complete healing in deep burns is 
secured by autografts as soon as the patient is able tc 
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sand tle transference of his own skin, adequate auto- 
wafts ave available, and the wound is clean enough to 
risk the use of his own skin. Thick split-thickness auto- 
wrafts in large sheets are desirable for the best appear- 
ance and the future durability of an area, but extent of 
jonor sites may be limited. Small strips of autografts 
van be used in this instance for healing. They are some- 
imes placed between disappearing homografts for pro- 
jiferation and eventual coverage. 

Four Phases of Care for Severe Deep Burns.—In 
,ddition to maintaining nutrition, electrolyte balance, 
ind blood volume, the following four steps are used on 
his service in the care of the deeply burned patient: 
(1) control of shock and local care of wounds; (2) life- 
saving emergency “biological” closure with homografts, 
preferably from postmortem source; (3) flat sur- 
face repair with autografts to effect permanent 
closure and to prevent as far as possible con- 
tracture, loss of function, and loss of features; 
and (4) restoration of contour, release of con- 
tractures, and restoration of function and of 
features, in order to complete rehabilitation of 
the patient as far as possible. 

Viability of Zoografts—Experimental obser- 
vations in the laboratory, made since a previous 
report,’ confirm that human postmortem grafts 
will take completely on a denuded surface of the 
mouse or Other laboratory animal. These have 
persisted for a month, as proved by microscopic 
study. “Reserve zoografts,” as they might be 
called, have been used as an index of postmor- 
tem skin viability, although laboratory animals 
may not lend themselves to the identical situation 
inhumans. It has been found both clinically and 
on laboratory animals that postmortem grafts 
will take completely after remaining on the 
donor for over eight hours after death and then 
being preserved at icebox temperature in sterile, 
moist containers for a month. Experimental and 
clinical work is being continued with various 
nutrients, with adenosine added to stored grafts, 
and with the development of a simple method of 
cold preservation.’ The transfer of animal skin 
to humans has not met with any outstanding ac- 
ceptance or results thus far, but it is possible that 
zoografts might be applicable to the emergency 
dressing of burns and might afford closure of the 
wounds for a worth-while length of time. The 
use of freeze-dry zoografts, which will be non- 
viable and will not depend on actually being 
part of the patient but will rather act as a dressing for the 
wounds, is being investigated.° 

Literature—In 1942 emergency dressing of exten- 
‘ive burns with homografts was reported,® and perma- 
nent survival of homografts in identical twins in 1937.* 
Postmortem homografts were first done on this service 
in 1927 (without resort to the literature), investigating 
the permanency of fetal skin homografts. Postmortem 
grafts from a 7-month-old fetus that lived 24 hours took 
completely and lasted for one month. There are numer- 
ous scattered reports in the literature on the use of homo- 
graft. taken after the death of the donor, the majority 
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published since 1880. These have been previously listed 
and discussed.' In general, these first reports have ques- 
tionable standards for take of the graft or make no differ- 
entiation between take and persistence of the graft; some 
describe postmortem grafts being done when immediate 
autografting would be preferable. 


National Consideration—The same principles and 
procedures for the handling and application of post- 
mortem grafts that have proved lifesaving for the indi- 
vidual burned patient or anyone with extensive loss of 
skin could be used in the armed services and in civilian 
disasters. As has been previously suggested,’ the armed 
services could record each member’s permission for re- 
moval of skin in case of his death and thereby make 
available an unlimited source of the best possible “bio- 





Fig. 2.—A, patient on admission, 17 days after burn. B, lifesaving postmortem 
homografts two weeks after application. Open areas required eight days for cleansing 
and débridement. Grafts persisted several weeks before absorption, allowing the patient 
to improve sufficiently to stand the transference of his own skin. C, patient completely 
and permanently healed with his own skin. The fourth phase in the care of an extensive, 
deep burn has begun with the restoration of flexion areas, function, and features. 


logical” coverage. Civilian needs might be supplied and 
administered by a central agency in the same manner as 
blood banks. These postmortem skin banks could be 
expanded in time of need to collecting points for mobile 
teams of personnel trained to remove skin for later use 
as postmortem grafts. Public acceptance could be 





5. Hemphill, J. E., and Brown, J. B.: Skin Storage in Tissue Bank- 
ing: A Summary Emphasizing Low Temperature Methods of Storage and 
Preliminary Report of the Use of Antifreeze Agents, Plast. & Reconstruct 
Surg. 14: 118-125 (Aug.) 1954. 

6. Brown, J. B., and McDowell, F.: Massive Repairs of Burns with 
Thick Split Skin Grafts: Emergency “Dressings” with Homografts, Ann 
Surg. 115: 658-674 (April) 1942; Skin Grafting, ed. 2, Philadelphia, J 
B. Lippincott Co., 1949, chap. 17. 
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counted on if there were developed a realization of 
the need for usable skin and of the fact that a great 
quantity of lifesaving skin is going to waste by the fail- 
ure to use or store thin surfaces of skin from post- 
mortem sources. 


SUMMARY AND CONCLUSIONS 

Postmortem skin grafts “take” and provide a “biolog- 
ical” closure that may prove to be lifesaving in extensive 
burns or other skin losses. They may carry the patient 
beyond temporary survival until he can stand the trans- 
ference of his own skin and secure permanent healing. 
Postmortem grafts have the same general properties as 
those removed from live donors. The principles that have 
saved the lives of individual patients could be used on a 
national or disaster basis. One of the main problems is 
that of acquainting the public with the great need for 
postmortem grafts and the harmlessness to the donor 
patient who has just died. It is also necessary to gain 
general public acceptance of giving skin, whether or not 
a general postmortem study is done, to save the life of 
another patient. 

At the present time the number of patients who have 
had postmortem grafts is not great enough to present in 
tabular or graphic form, as percentages would mean very 
little. We firmly believe that this procedure warrants a 
definite position in the care of severely burned patients 
and that many lives can be saved by its use. We believe 
the method can be adopted on any surgical service by 
following this simple outline of procedure, without spe- 
cial equipment of any kind being necessary. We have not 
withheld our report while waiting for an impressive array 
of patients with adequate percentages because we ear- 
nestly believe that the individual surgeon can make his 
own conclusions at this point and that he may be able to 
save many lives that might otherwise be lost if volumi- 
nous evidence were awaited before the application of 
these principles. 


400 Metropolitan Bldg. (Dr. Brown). 





Refuse Disposal.—The need for a practical method for refuse 
disposal relatively free from inherent public health hazards and 
yet capable of keeping pace with the economic and other prob- 
lems engendered by a rapidly growing urban population is 
becoming increasingly urgent in the United States. Composting 
these organic wastes and using them for soil conditioners and 
fertilizers represents such a possibility. ... The extensive growth 
of many cities and fringe area development around cities* have 
reduced the sites available for land fill disposal. Some cities 
will soon have no disposal site available within a reasonable 
hauling distance. Amounts of refuse on a per capita basis also 
have been increasing. Important sanitary problems exist in every 
method of refuse disposal now in use. Especially serious are 
open dumps where flies—flourishing on exposed garbage and 
breeding countless new generations—are paralleled in numbers 
only by a well fed rodent population. Empty tin cans offer 
breeding places for various mosquitoes, among which are dis- 
ease vectors such as Culex tarsalis, responsible for the spread 
of encephalitis. Odor problems from anaerobic decomposition, 
as well as smoke and other atmospheric pollutants from burn- 
ing, usually accompany the operation of such dumps.—C. G. 
Golueke, Ph.D., and H. B. Gotaas, Sc.D., Public Health Aspects 
of Waste Disposal by Composting, American Journal of Public 
Health, March, 1954. 


J.A.M.A. Nov. 20, 195, 
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PRESENTATION OF CASE 
Hubert Pirkle, M.D., Chicago 


A 55-year-old white man was first seen at the Univer. 
sity of Chicago Clinics in 1934 when a gastroenterostom 
was performed for a duodenal ulcer. In 1939 a subtots] 
gastrectomy was performed because of a stomal ulcer 
After this he had a pulmonary embolus with abscess fo,. 
mation, and empyema developed. This was drained and 
finally closed after 18 months. 

In 1951 a cough and hemoptysis developed. Roent. 
genograms of the chest showed densities in the right apex 
with cavitation in addition to the residua of the old right 
lower lobe abscess. Many sputum examinations were 
negative for tubercle bacilli. In December, 1951, a right 
pneumonectomy was performed. Postoperatively an em- 
pyema developed, and a thoracoplasty was performed in 
February, 1952. On March 30, 1952, the patient sud- 
denly began to talk strangely and complained of a severe 
frontal headache. On the next day he had a convulsion 
and was brought to the hospital. On physical examination 
he was somewhat confused but showed no abnormal 
neurological signs. His blood pressure, which had not 
been elevated on previous examinations, was 170/110 
mm. Hg. In the hospital he had two convulsions, and 
during the first week he was quite irrational on occasion. 
His mental status improved, and he was discharged on 
April 17, 1952. Subsequently he complained of pain in 
the right side of the chest and in the neck radiating into 
his shoulders and back. He also complained of intermit- 
tent headache, which would begin in the frontal region 
and spread to the top of his head, becoming very severe. 
Because of these symptoms and weakness he was te- 
admitted in November, 1952. 

Physical Examination.—The patient appeared caron- 
ically ill. The blood pressure was 180/110 mm. Hg. The 
temperature was 37.2 C (98.9 F), pulse rate 120, and 
respirations 22 per minute. The chest showed the thora- 
coplasty deformity. There was a coarse nystagmus on 
right and left lateral gaze and mild cerebellar ataxia in 
the arms and legs. 


Laboratory Findings.—The red blood cell count was 
3,770,000 per cubic millimeter, with 12.8 gm. of hemo- 
globin per 100 cc. The white blood cell count was 6,000 
per cubic millimeter, with a normal differential count. 
The urine showed a specific gravity of 1.018, 2+ 
albumin, occasional hyaline, granular, and cellular casts, 
rare erythrocytes and 2 or 3 leukocytes per high power 
field. The lumbar cerebrospinal fluid pressure was 150 
mm. of fluid. The fluid was clear and colorless with a cell 
count of 6 per cubic millimeter, a faintly positive Pandy 
test, negative Wassermann test, and normal colloidal gold 
curve. Roentgenograms of the skull revealed no abnor- 
mality. An electroencephalogram was interpreted 4s 
showing a generalized encephalopathy. 


From the Department of Pathology, the University of Chicago. 
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Cou se.—The patient was given diphenylhydantoin, 
parbiturates, aspirin, caffeine and sodium benzoate, 
methaione, and meperidine, and his chest pain was 
treated with nerve block and physiotherapy. His symp- 
toms persisted, however. Although his temperature re- 
mained normal, his pulse rate continued in the range of 
100 to 120 per minute. On Nov. 30, 1952, he fell and 
struck his head, but was not unconscious. At this time his 
blood pressure was 230/120 mm. Hg. The following day 
he became confused. By Dec. 2, 1952, he was irrational 
and had a left hemianopsia. On Dec. 3, 1952, he became 
comatose, and a day later he died. Clinically, it was 
thought that he had either a cerebrovascular accident 
or a brain abscess. 


ANATOMIC DIAGNOSIS 


Pheochromocytoma arising in celiac paraganglionic 
tissue; small old and larger recent hemorrhage in parietal 


Fig. 1—Pheochromocytoma. Subcapsular nerve fibers are seen at the 
bottom (x 125). 


and occipital lobes of right cerebral hemisphere; severe 
renal arteriolosclerosis; nodular hyperplasia of left adre- 
nal cortex. 

The pheochromocytoma was found in the retroperito- 
neal tissue immediately to the left of the celiac artery and 
distinct from the left adrenal gland. It was a spherical, 
well-encapsuled mass, 2.5 cm. in diameter, which showed 
asoft, mottled, gray-brown cut surface. Microscopically, 
it was composed of an irregularly disposed mixture of 
polyhedral cells resembling cells of the adrenal medulla, 
small, dark round cells, and very large, bizarre tumor 
giant cells (fig. 1). A few scattered tumor cells showed 
chromate pigmentation. Many bundles of nerve fibers 
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coursed just beneath the capsule (fig. 1). At one point 
a process of the tumor was intimately related to normal 
sympathetic ganglion tissue (fig. 2). 

The largest cerebral hemorrhage was in the posterior 
right parietal lobe and measured 5 cm. by 4 cm. in 


Fig. 2.—G, sympathetic ganglion. 7, tumor (x 30). 


Fig. 3.—Severe renal arteriolosclerosis (< 125). 


greatest cross section. One centimeter posterior to this 
was a similar smaller lesion, and in the right occipital 
lobe was a small older brown drea of softening. There 
was no significant cerebral arteriosclerosis. 
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The severe renal arteriolar changes (fig. 3) suggest 
substantially greater degrees of hypertension than were 
ever observed in this patient. That this hypertension was 
never sustained can be implied from the minimal myo- 
cardial hypertrophy (heart weight, 310 gm.). 


COMMENT 
H. Houston Merritt, M.D., New York 


This case illustrates the variability of the symptoms 
of pheochromocytoma. Cerebral vascular accidents are 
not uncommon in the terminal stage of this disease, but 
they are rare as the presenting symptom. The diagnosis 
was particularly difficult in this case. The symptoms and 
signs could have been due to one of two other diseases, 
both of which occur much more commonly than pheo- 
chromocytoma: brain abscess and cerebral arterio- 
sclerosis. 

Brain abscess was suggested by the fact that the 
patient had a thoracotomy for empyema only one month 
before the onset of the cerebral symptoms. The convul- 
sive seizures indicated that the initial lesion was prob- 
ably in the cerebral hemisphere, and this was confirmed 
by autopsy. The findings on examination at this time, 
however, suggested that there was also a lesion in the 
cerebellum. Brain abscess was excluded by the clinical 
course, since intracranial hypertension did not appear 
and there was no progression of the focal signs. The 
diagnosis of cerebral arteriosclerosis was indicated be- 
cause of the hypertension, the laboratory findings in the 
urine, and the sudden onset of confusion and severe 
frontal headache. 

It now appears that pheochromocytoma should have 
been considered because of the sudden development of 
hypertension and the intermittent occurrence of symp- 
toms suggesting hyperadrenalism (pain in chest and 
severe headaches). Possibly the diagnosis could have 
been established if the phentolamine (Regitine) test had 
been performed shortly after the first cerebral vascular 
accident. 


From Presbyterian Hospital, Columbia-Presbyterian Medical Center. 





Treatment of Acute Leukemia.— Untreated acute leukemia, with 
its unpredictable course, renders the evaluation of results of 
therapy extremely difficult, a problem which is made more 
complex by the absence of a satisfactory series of controls. It 
is well recognized that a temporary spontaneous remission may 
occur in the course of acute leukemia. Diamond found that 
approximately 10% of 300 children observed prior to 1947 
exhibited evidence of a partial or complete remission. More 
than 75% of the children with remissions had severe acute in- 
fections immediately preceding the onset. Southam in a review 
of 150 cases of acute leukemia treated at the Memorial Center, 
New York, from 1926-1948, showed that 4% had complete 
temporary remissions whilst 4.7% experienced some degree of 
a temporary remission. The more liberal use of supportive 
measures such as blood transfusions, antibiotics, the maintenance 
of a normal acid-base equilibrium, etc., as well as the increased 
skili in caring for these patients may also have affected the 
natural course of the disease.—J. R. Fountain, M.D., The 
Chemotherapy of Acute Leukaemia: A Review of Its Present 
Status, Edinburgh Medical Journal, March, 1954. 


J.A.M.A., Nov. “0, 1954 





CLINICAL NOTES 





TOTAL BILATERAL ADRENALECTOMY 
FOR ADRENAL CORTICAL 
HYPERFUNCTION 


William E. Abbott, M.D. 
Wiiliam McK. Jefferies, M.D. 
Stanley Levey, Ph.D. 


and 


Harvey Krieger, M.D., Cleveland 


The primary disturbance responsible for the signs and 
symptoms present in Cushing’s syndrome is believed to 
be excessive adrenocortical activity. This may resul 
from hyperfunctioning tumor or bilateral hyperplasia of 
the adrenal cortices. If the cause is a tumor, surgical re. 
moval is obviously indicated. In cases due to hyper- 
plasia, however, the treatment of choice has not been 
established. Prior to the availability of cortisone, at. 
tempts at subtotal or total adrenalectomy were fraught 
with serious hazards of postoperative adrenal insuffi. 
ciency and resulted in a prohibitive postoperative mor- 
tality rate. With the use of cortisone or hydrocortisone 
patients can be satisfactorily carried through the opera- 
tive and immediate postoperative period and may live 
reasonably normal lives in the complete absence of 
adrenal tissue, provided a suitable maintenance regimen 
is followed; hence, surgical therapy for adrenal cortical 
hyperfunction due to adrenal hyperplasia has been tried 
in several clinics. Recently, Sprague and associates * have 
reviewed the surgical treatment of this disorder and have 
reported the effects of radical subtotal adrenal resection 
in 49 patients and of complete bilateral adrenalectomy in 
one additional patient. Johnson and Harper ? have re- 
ported the results of first partial and later total adrenal- 
ectomy in one case of adrenal cortical hyperfunction. 
Also, Kupperman and associates * have described the ef- 
fects of bilateral hemiadrenalectomy in another case; 
they have followed the clinical course of the patient for 
15 months postoperatively. This report is concerned with 
the results of a total bilateral adrenalectomy in a patient 
with severe adrenal cortical hyperfunction who has been 
followed for 23 months postoperatively. The single-stage 
operative procedure employed and the preoperative and 
postoperative management have been discussed in a 
previous report describing total adrenalectomy in pa- 
tients with metastatic carcinoma of the breast.* 


From the departments of surgery and medicine, Western Reserve 
University School of Medicine, and the University Hospitals, of Cleveland. 

This work was supported by grants from the National Institutes of 
Health, United States Public Health Service, and the Elizabeth Severance 
Prentiss Foundation. 

1. Sprague, R. G.; Kvale, W. G., and Priestley, J. T.: Management of 
Certain Hyperfunction Lesions of the Adrenal Cortex and Medulla, J. A. 
M. A. 151: 629-639 (Feb. 21) 1953. 

2. Johnson, M. E., and Harper, F. R.: Surgical Treatment of Cushing’s 
Syndrome, A. M. A. Arch. Surg. 66: 517-530 (April) 1953. 

3. Kupperman, H. S.; Bernstein, A.; Forbes, A. P.; Cope, ©., and 
Albright, F: Remission in Cushing’s Syndrome After Bilateral Hemi- 
adrenalectomy, J. Clin. Endocrinol. 13: 154-164, 1953. 

4. Krieger, H.; Abbott, W. E.; Levey, S., and Babb, L.: Bilateral 
Total Adrenalectomy in Patients with Metastatic Carcinoma, Surg., “Gynec. 
& Obst. 97: 569-572, 1953. 
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REPORT OF A CASE 


4 38-year-old housewife was admitted to the University 
Hospitals of Cleveland on Sept. 30, 1952, with a chief complaint 
of obesity and hirsutism. In 1933, at the age of 18, the patient 
had begun to gain weight rapidly and had reached 170 Ib. 
(77.1 kg.)- Through dieting, her weight had been reduced to 140 
ib, (63.5 kg.), but by 1938 it had increased to 248 Ib. (112.5 kg.). 
One year later, she was admitted to a hospital in another city 
for study. With the presumptive diagnosis of an ovarian tumor 
wrgical exploration was performed, but no abnormality was 
goted in the ovaries, and palpation of the region of the adrenal 
glands failed to reveal any evidence of tumor. In 1947, the 
presence of hypertension was noted. In 1950, the patient became 
confused and was seen by a psychiatrist. During the previous 
\Q years she had manifested mental disturbances, and on several 
occasions had been hospitalized for psychiatric care because of 
grious emotional problems that had been present since the age 
of 18. Late in 1951, the patient began to have polydipsia, poly- 
yria, and polyphagia, with some loss of weight and swelling of 
her feet. In April, 1952, diabetes mellitus was diagnosed, and 
insulin therapy started. The family history was noncontributory. 


At the time of admission, in September, 1952, her temperature 
was 99 F, pulse rate 84 per minute, and respiratory rate 16. 
While her blood pressure varied between 130/64 and 198/132 
mm. Hg, it was usually recorded above 150/100. Physical 
examination revealed an obese, lethargic, depressed woman, with 
marked facial hirsutism, appearing much older than her stated 
age. Paranoid ideas and hallucinations were present. The skin 
was extremely thin and dry, and there was moderately severe 
acne of the face, chest, and: shoulders. The cephalic hair was 
fine and sparse, and there was a masculine distribution of body 
hair. The characteristic trunk distribution of fat, buffalo hump, 
and purplish abdominal striae were present. The remainder of 
the examination was essentially normal except for some weak- 
ness and flabby musculature. Roentgenograms of the spine 
revealed minimal osteoporosis. Slight cardiac enlargement was 
also noted by roentgenographic examination. Retrograde uro- 
grams and roentgenograms taken after the presacral injection of 
air did not reveal any abnormal mass above the kidneys. Oral 
and intravenous glucose tolerance tests showed a typical diabetic 
response. The fasting blood sugar was 261 mg. per 100 ml.; 30 
minutes after intravenous administration of 1 gm. of glucose per 
kilogram of body weight it rose to 500 mg., and at 60 minutes 
itreached 565; at 90 minutes it had fallen to 484; at two hours, 
0 441; three hours, 350; and four hours, 304 mg. per 100 ml. 
Preoperatively, the urinary 17-ketosteroid excretion was 25.87 
mg. per 24 hours, and the urinary gonadotrophin excretion was 
less than 4 mouse units per 24 hours. A diagnosis of adrenal 
cortical hyperfunction was made, and bilateral total adrenalec- 
iomy was selected as the method of therapy. 


In an attempt to increase nitrogen retention the patient was 
given 100 mg. of methyltestosterone per day for three weeks 
preoperatively. The day prior to operation the patient was given 
100 mg. of cortisone, intramuscularly, at 2 p. m. and at 8 p. m. 
On the day of surgery she received 50 mg. of oral cortisone one 
hour preoperatively and 100 mg. of cortisone intramuscularly 
one-half hour before operation. Bilateral adrenalectomy was 
carried out on Oct. 22, 1952, in one stage with the patient in the 
prone position, employing intratracheal gas-oxygen-ether anes- 
ihesia. During the operation, blood was secured from both an 
adrenal and a peripheral vein for assay of adrenal steroid hor- 
mones.° The adrenal venous blood was found to contain 236 
meg. of corticosterone and 850 mcg. of hydrocortisone per 
100 ml. This is approximately three times the level found in 
the adrenal venous blood of patients, prepared for operation in 
asimilar manner, whose adrenals were normal but were removed 
in the treatment of metastatic cancer of the breast. The con- 
centration of these steroids in the peripheral blood of the patient 
with adrenal cortical hyperfunction was found to be 21.3 mcg. 
of corticosterone and 48.4 mcg. of hydrocortisone per 100 ml., 
‘pproximately four times the amounts found in the peripheral 
Yenous blood of normal persons. The adrenals were definitely 
hyperplastic, the right gland weighing 16 gm. and the left 14.5 
gm. (the combined weight of the adrenals in normal persons 
usually is about 10 gm.). Microscopic examination revealed 
diffuse and nodular hyperplasia of the cortex. 
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Postoperatively, the patient was maintained on cortisone, 
receiving 50 mg. intramuscularly every 4 hours on the day of 
operation. In order to maintain the blood pressure within normal 
limits, small amounts of levarterenol were administered as 
needed (0.4 mg. was added to 2,000 ml. of a 5% glucose solution 
given intravenously at a rate adequate to maintain the blood 
pressure at the desired level). The patient was also given a slow 
intravenous infusion of 10% glucose when the aforementioned 
solution was not running, in order to avoid the development 
of hypoglycemia. The intake of cortisone was reduced daily for 
several days. The dosage was 50 mg. given intramuscularly 
every 6 hours on the day following operation, every 8 hours on 
the second postoperative day, and every 12 hours on the third 
postoperative day. On the next day the patient was given oral 
cortisone, receiving 25 mg. three times a day; this was con- 
tinued for three days, at which time the dosage was reduced to 
25 mg. twice a day. Aside from a slight ileus, the patient’s post- 
operative course was uneventful. On the sixth postoperative day, 
her fasting blood sugar was 199 mg. per 100 ml., and after the 
eleventh postoperative day urinalysis remained negative for 
acetone and sugar, whereas preoperatively she had had glyco- 
suria on a similar diet with 10 to 20 units of a two-to-one mix- 
ture of insulin daily. Prior to the adrenalectomy, the patient had 
had infrequent menstrual periods for 20 years and had been 





Photographs of patient 2 weeks before operation (left) and 13 months 
after total bilateral adrenalectomy (right). 


amenorrheic for 10 months, but within 4 months after the 
operation her periods became normal. The patient was main- 
tained on oral therapy with 25 mg. of cortisone, twice per day, 
after discharge from the hospital. 

In February, 1953, the patient was readmitted for the removal 
of a small cyst in the left breast. On the day of operation she 
was given 100 mg. of cortisone in four doses, and the following 
day she was given two doses of 25 mg. each. The patient's con- 
valescence was uneventful. Subsequently, she has been main- 
tained well on 37.5 mg. of cortisone daily. Recently, her blood 
pressure has been from 100 to 130 mm. Hg systolic and 60 to 
80 diastolic. Because the serum sodium level was 130 to 135 
mEq. per liter, she was encouraged to increase her salt intake. 
However, since she would rarely take more than 5 gm. of 
sodium chloride a day she was given small amounts of desoxy- 
corticosterone acetate, in addition to cortisone, from May 2 
until June 19, 1953, at which time two 75 mg. pellets of desoxy- 
corticosterone were implanted into the left thigh. After this 
her serum sodium concentration has remained normal. In 
November, 1953, although remarkably improved, the patient 
was still having some paranoid ideas and hallucinations; so she 
was admitted for psychiatric observation. Her blood pressure 
had stabilized and was repeatedly recorded at 120/72 mm. Hg. 
Hirsutism, acne, and the buffalo hump had practically dis- 
appeared, and she weighed 130 Ib. (59 kg.). By September, 1954, 
the patient’s muscular tone, cephalic hair, and general appear- 
ance were normal. A striking improvement in mental state had 
also occurred, with absence of hallucinations, depression, and 
paranoid ideas. Insight as to the unreality of past hallucinations 





5. Sweat, M. L.; Abbott, W. E.; Jefferies, W. McK., and Bliss, EB. I.: 
Adrenocortical Steroids in Human Peripheral and Adrenal Venous Blood 
as Determined by Fluorescence, Fed. Proc. 12: 141, 1953. 
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had been gained. Present therapy is limited to maintenance doses 
of cortisone, further administration of desoxycorticosterone 
acetate having been unnecessary. 


RESULTS 

The reversal of pathological changes of adrenal cor- 
tical hyperfunction following operation in this case has 
been striking (see figure). From a severely depressed, 
paranoid person who required institutional care, the pa- 
tient has become a cheerful, normal-appearing woman 
who has been able to return to and care for her home. 
The marked obesity and associated moon face, buffalo 
hump, and purplish abdominal striae have completely 
disappeared. Severe acne of the face and shoulders has 
cleared, and hirsutism has practically disappeared. Mus- 
cular weakness has been replaced by normal strength, 
and easy bruisability is no longer present. The long dura- 
tion of mental abnormalities was thought to stem from a 
severe emotional upset that antedated the onset of the 
adrenal cortical hyperfunction. 

The metabolic changes following adrenalectomy were 
equally striking (see table). Blood pressure has returned 


Effect of Operation on Body Weight, Blood Pressure, and Blood Constituents in a Patient with Adrenal Cortical Hyperfunction 


J.A.M.A., Noy. 20, 1954 


sues, but it probably does not affect the underlying et. 
ology of the disease. For this reason its chief value 
appears to be as a feature of supportive therapy, Particy, 
larly in preparing a patient for operation. In this clinic 
it is felt that all patients with adrenal cortical hyperfune. 
tion should have at least two weeks, and preferably foy, 
weeks, of preparation with testosterone treatment before 
surgery of any kind. The usual dose is 50 mg. of testos. 
terone propionate intramuscularly, three times weekly. 
Supplementary potassium in the form of the chloride 
salt, 5 gm. daily, is also advisable, in view of the tendency 
to hypokalemic alkalosis present in this disease, 


Irradiation of the pituitary body has been beneficial jp 
an appreciable number of cases of adrenal cortical hyper. 
function due to adrenal hyperplasia; it warrants cop. 
sideration as a method of therapy, particularly in mil 
cases, or in cases that have shown inadequate remissioy 
or a relapse following surgery. From the practical stand. 
point, however, in the average case of adrenal cortical 
hyperfunction it may be quite difficult or even impossible 
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After Operation 

























* Shinowara units; each equals approximately 1.8 Bodansky units. 





to normal levels. Blood sugar levels are no longer ele- 
vated, glycosuria has disappeared, and insulin require- 
ment has dropped to zero. Nevertheless, a glucose toler- 
ance test in November, 1953, still revealed mild impair- 
ment. Serum cholesterol has returned from markedly 
elevated to normal levels. Serum proteins have returned 
to normal, with a relatively greater increase in globulin 
than albumin. The postoperative changes in serum cal- 
cium, phosphorus, and alkaline phosphatase are inter- 
esting. The transient fall in calcium and phosphorus with 
a rise in alkaline phosphatase suggests increased bone 
formation after the inhibiting effect of hypercorticism had 
been removed. Serum electrolytes were within normal 
limits preoperatively, and have shown no significant 
change subsequently, except for a slight decrease in se- 
rum sodium before the addition of desoxycorticosterone 
to the maintenance regimen. 


COMMENT 
At present there are four available methods of therapy 
for adrenal cortical hyperfunction due to bilateral adrenal 
hyperplasia. The administration of testosterone tends to 
counteract the negative nitrogen balance and the asso- 
ciated muscular weakness and depletion of protein tis- 













to determine clinically whether the disease is due to tumor 
or hyperplasia of the adrenals. If an obvious tumor is 
evident by roentgenogram, surgical removal is clearly 
indicated, but even when careful studies, including intr 
venous pyelograms and perirenal air insufflation, fail to 
reveal a tumor, the possibility of a small functioning 
adenoma cannot be excluded. Extremely high 17-ketos- 
teroid levels are seen more frequently with carcinoma of 
the adrenals, and moderate elevation of these levels with 
adrenal hyperplasia. A decrease of a moderately elevated 
17-ketosteroid excretion with cortisone administration 
further suggests hyperplasia. Nevertheless, in the present 
state of knowledge, no test is sufficiently specific to as 
sure a correct diagnosis without confirmation by direct 
observation of the adrenal glands at operation. It i 
therefore usually advisable to subject a patient with 
adrenal cortical hyperfunction to surgical exploration 
early in the course of treatment. If hyperplasia is found, 
it is desirable to perform a subtotal adrenalectomy at that 
time, rather than wait to try other methods. 

The advisability of subtotal versus total resection o 
the adrenals for adrenal cortical hyperfunction is stil 
somewhat uncertain, and the final decision regarding 
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which is the preferable method of treatment must await 





Ig etl. , 
Value the results of longer follow-ups of a larger series of cases. 
irticy. Obviously, subtotal adrenalectomy would be more de- 
clinic {EE sirable providing the technique can be adequately stand- 
rfunc. MME ardized so that permanent remission without necessity 
Y four of replacement therapy can be expected in a sufficiently 
Defore large number of cases; in view of the encouraging results 
estos. reported by Sprague and his associates,’ this now appears 
eekly, to be the method of choice for the average Case. If opera- 
loride tion is followed by inadequate remission or recurrence, 
dency irradiation of the pituitary body can be tried before re- 
sorting to a second operation. If experience reveals that 
cial in it is not possible to standardize the technique of sub- 
y total adrenalectomy sufficiently well to avoid an ex- 
7 cessive incidence of recurrence and if satisfactory replace- 
= ment therapy can be given so that a persons may live 
ae a reasonably normal existence for many years, total re- 
‘SSO section may prove to be the therapy of choice. The de- 
stand. cision to perform total adrenalectomy in this case was in- 
tical fluenced by the severity and long duration of the disease 
ssible and the complicating psychosis. The results, to date, have 
been gratifying, and replacement therapy has not pre- 
"ction MA onted a serious problem, but final evaluation must await 
a longer follow-up period. 
Mo, The importance of proper maintenance therapy in 
4 patients who have undergone adrenalectomy cannot be 
“4 overemphasized, since mistakes can be fatal. Emphasis 
“ should be placed on the importance of regular dosage of 
6 cortisone or hydrocortisone, the serious hazard of skip- 
x ping even one dose, and the necessity for greatly increas- 
.0 ing the dosage in times of stress. The addition of small 
ol amounts of desoxycorticosterone acetate to cortisone has 
“ aflorded better maintenance in this patient. This is con- 
sistent with observations made on cases of Addison’s 
disease treated with cortisone. 
SUMMARY AND CONCLUSIONS 
3 In a patient with long-standing adrenal cortical hyper- 
function due to adrenal hyperplasia, total bilateral adre- 
nalectomy has been followed by dramatic improvement 
lum0t MM in obesity, hirsutism, amenorrhea, diabetes, hypertension, 
101 SM and an associated psychosis during the 23 month period 
learly HMM the patient has been followed postoperatively. A subse- 
intta- MM quent operation for removal of a cyst from the breast 
ail (OM was well tolerated after an increase in cortisone dos- 
oni i age, and replacement therapy with cortisone and desoxy- 
keto MMM corticosterone acetate has maintained a satisfactory clin- 
ma of ical status. 
Wilt 2965 Adelbert Rd. (Dr. Abbott). 
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resent Treatment of Nongonococcic Urethritis—The treatment of 
Patients with acute nongonococcic urethritis is more satisfactory 
(0 aE than treatment of those with the chronic type. . . . The marked 
direct difference between the two groups is due to the frequency, in 
It is the chronic type, of complications and associated pathologic 
with conditions—especially prostatitis. Combiotic produces excellent 
, results in the treatment of patients with the acute form. In 
‘atiON A chronic infections the best results were obtained with oxytetra- 
ound, ‘ycline given orally or by urethral instillation. The study of 
t that P"mary mixed infections with gonorrheal and nongonorrheal 
organisms suggests the revaluation of penicillin in the treatment 
of gonorrhea. The initial tise of combiotic in mixed infections 
was found to eliminate both infections in a greater proportion 
of patients than did penicillin alone.—Lieut. Col. P. S. Parrino 
(MC), U. S. Army, Nongonococcic Urethritis in the Male, U. S. 
Armed Forces Medical Journal, September, 1954. 
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This is the second in a series of three sections of a report on 
sodium-restricted diets, sponsored jointly by the Food and Nutri- 
tion Board of the National Research Council and the Council on 
Foods and Nutrition, that will appear in THe JourNAL. The first 
in the series appeared in THE JouRNAL, Nov. 13, 1954. 


James R. WILSON, M.D., Secretary. 


SODIUM-RESTRICTED DIETS 


The Rationale, Complications, and Practical 
Aspects of Their Use 


THE USE OF SODIUM-RESTRICTED DIETS IN DISEASE STATES 


The purpose of this section is to review the use of diets re- 
stricted in sodium in the treatment of certain diseases, to indicate 
the effects sodium restriction may have, both helpful and harm- 
ful, and to describe the mechanism of action when known. 
Certain key references are included, but a comprehensive review 
of the literature has not been made. Sodium restriction is not 
necessarily always effective nor harmless in the disease condi- 
tions in which it has been advocated, as will be pointed out. 
The dietary restriction of sodium in the treatment of disease is 
not new. In 1901 Achard and Loeper1 demonstrated that the 
quantity of salt ingested was related to edema formation in 
patients with heart disease. Clinical edema is due to an increased 
quantity of interstitial fluid. Despite subsequent investigations, 
the fundamental mechanisms concerned with edema rie 


and its control by sodium restriction are still not well understood. 


Nevertheless, certain facts can be stated. 


The body has homeostatic mechanisms that maintain the 
sodium, chloride, and other ionic concentrations at a normal 
level (section 1). Normally, sodium ingested in excess of body 
need is excreted in the urine; contrariwise, when sodium in the 
diet is restricted, urinary excretion decreases proportionately. 
If, however, disease causes fluid retention in the body and edema 
forms, this is reflected by a diminished urinary excretion of so- 
dium and of water. If sodium intake is restricted in this circum- 
stance, further edema formation will usually not occur, and the 
excess water ingested will be excreted in the urine because the 
mechanisms that maintain the concentration of sodium in the 
extracellular fluid do not permit the retention of water without 
sodium. In this way, a normal or near normal concentration of 
sodium in the body fluids is maintained. Were water to be re- 
tained without the corresponding quantity of sodium, the body 
sodium would be diluted, resulting in a progressive fall in serum 
sodium concentration. This indeed may occur in certain clinical 
situations, but homeostasis is usually effective against any im- 
portant fall in serum sodium concentration. 

In summary, restriction of sodium in the diet of patients in 
whom edema is forming will promptly prevent further edema 
formation if the homeostatic mechanisms maintaining the serum 
sodium at an about normal level are functioning properly. These 
mechanisms usually are adequate. When they are not, either 
sodium continues to be eliminated from the body or water re- 
tention occurs, and, as a result of either or both of these condi- 
tions, the serum sodium concentration falls. If it is of sufficient 
degree, such a fall will lead to sodium depletion or water intoxi- 
cation and may cause death. A brief discussion of this condition, 
which has become known as “sodium depletion syndrome,” will 
be found in section 3. These theoretical grounds lay the basis 
for the therapeutic use of diets restricted in sodium jn the treat- 
ment of edematous states. A number of conditions not necessarily 
associated with the abnormal accumulation of fluid also have 
been treated with sodium restriction. This is particularly true of 
hypertension and some kinds of renal disease. Effectiveness of 
sodium restriction in the treatment of these diseases is neither 





1. Achard, C., and Loeper, M.: Sur la rétention des chlorures dans les 
tissus au cours de certains états morbides, Compt. rend Soc. de biol. 
53: 346, 1901. 
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as striking nor as readily demonstrated as it is in treatment of 
edematous states. Nevertheless, benefits may accrue to the patient 
that may sometimes be marked, especially in severe hypertensive 
disease. The results are variable, and the mechanism of action 
of sodium restriction in these diseases is poorly explained; how- 
ever, what is known will be discussed briefly in the section to 
follow. 


Clinical Results in Specific Conditions —A sodium-restricted 
diet, like most other effective measures in the physician’s arma- 
mentarium, may be valuable but is also potentially harmful. The 
physician must weigh carefully the potential hazard against the 
therapeutic benefit expected. 


Congestive Cardiac Failure.—Although sodium restriction has 
been used for many years in the treatment of the abnormal fluid 
accumulation accompanying congestive heart failure, limited data 
are available defining its usefulness in various types of heart dis- 
ease, and the degree of sodium restriction that is necessary and 
safe is not entirely clear. Many of the past studies indicating poor 
or variable effectiveness have employed diets less rigidly restric- 
ted in sodium than those that are popular and more easily ob- 
tained today. The lack of beneficial effect observed in a number 
of patients may have been due to insufficient sodium restriction. 
Likewise, the rarity of complications, especially of the “sodium 
depletion syndrome,” may reflect a considerable intake of sodium. 
In fact, diets with sodium restricted to 0.5 gm. or less daily have 
not been used extensively in congestive heart failure and may be 
too low for prolonged use in some cases, unless the patient is 
carefully watched. Patients with heart failure due to hypertensive 
and arteriosclerotic heart disease respond better than those with 


rheumatic heart disease, according to Wheeler, Bridges, and 


White.? 

The results of the administration of a diet furnishing only 50 
@af (2.25 mEq.) of sodium daily to seven patients with congestive 
heart failure are described by Iseri, Boyle, and Myers.® Before the 
study began, the patients had been maintained on a diet presum- 
ably furnishing between 400 and 1,000 mg. of sodium daily. On 
changing to the 50 mg. sodium diet, all seven lost weight, ranging 
from 1.3 to 13.7 kg. in the 6 to 16 days of study. The one patient 
who lost only 1.3 kg. in weight sustained no sodium diuresis. 
The others lost from 275 to 4,400 mg. of urinary sodium daily. 
If these patients represent typical congestive cardiac failure, this 
condition is associated with less marked retention of sodium than 
occurs in some other edematous states, particularly cirrhosis of 
the liver with ascites and edema. Further evidence presented by 
Farnsworth * suggests that the sodium excretion in patients with 
congestive heart failure is not reduced as drastically as it is in 
patients with cirrhosis of the liver in-whom ascites form. On this 
basis, one might expect sodium restriction to be more effective 
in congestive heart failure than in cirrhosis, and for the same 
reason perhaps more dangerous. 


Hypertension.—The treatment of hypertension by sodium re- 
striction is a different problem from that of congestive heart 





2. Wheeler, E. O.; Bridges, W. C., and White, P. D.: Diet Low in 
ro (Sodium) in Congestive Heart Failure, J. A. M. A. 133: 16, (Jan. 4) 

7. 

3. Iseri, L. T.; Boyle, A. J., and Myers, G. B.: Water and Electrolyte 
Balance During Recovery from Severe Congestive Failure on a 50 Milli- 
gram Sodium Diet, Am. Heart J. 40: 706, 1950. 

4. Farnsworth, E. B., and Krakusin, J. S.: Electrolyte Partition in 
Patients with Edema of Various Origins: Qualitative and Quantitative 
Definition of Cations and Anions in Hepatic Cirrhosis, J. Lab. & Clin. 
Med, 33: 1545, 1948. 

5. Chapman, C. B., and Gibbons, T. B.: The Diet and Hypertension— 
A Review, Medicine 29: 29, 1950. 

6. Hypertension and Nutrition, Nutrition Rev. 7: 257, 1949. Diet and 
Hypertension, ibid. 8: 304, 1950. 

7. Allen, F. M., and Sherrill, J. W.: The Treatment of Arterial Hyper- 
tension, J. Metabolic Res. 2: 429, 1922. 

8. Kempner, W.: Treatment of Kidney Disease and Hypertensive 
Vascular Disease with Rice Diet, North Carolina M. J. 5: 125, 1944; 
Treatment of Hypertensive Vascular Disease with the Rice Diet, Am. J. 
Med. 4: 545, 1948. 

9. Watkin, D. M.; Froeb, H. F.; Hatch, F. T., and Gutman, A. B.: 
Effects of Diet in Essential H : Il. Results with Unmodified 
Kempner Rice Diet in Fifty Hospitalized Patients, Am. J. Med. 9: 493, 
1950. 

10. Dietary Treatment of Hypertension: I. Clinical Studies, Nutrition 
Rev. 9:70, 1951. 

-11. Loofbourow, D. G.; Callahan, D., and Palmer, R. S$: The Rice 
Diet in Ambulatory Patients with Essential Hypertension: A Two Year 
Study of 105 Patients, New England J. Med. 244: 577, 1951. — 
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failure and other edematous states. Edema may, of course. Occur 
in patients with hypertension but usually only as a result of heart 
or renal failure. This section deals with hypertension uncompj. 
cated by edema or other evidence of heart failure. A historical 
review of the treatment of hypertension by sodium restriction is 
presented by Chapman and Gibbons.® The relation of blood Pres. 
sure to intake of calories, protein, and fat, as well as of other 
dietary factors, is covered in their critical discussion and bibliog. 
raphy. Shorter reviews are to be found in Nutrition Reviews: 
The reasons for whatever degree of effectiveness sodium restric. 
tion may have in hypertension are not known, nor are the effecys 
of the various nutrients, including sodium, in the genesis of hy. 
pertension clearly understood. Restriction of sodium appears to 
be more important than that of protein, fat, or calories in treat. 
ment, although calory reduction with subsequent weight reduc. 
tion in the obese hypertensive patient is sometimes an effective 
measure. In this country, Allen? first advocated salt restriction 
in the treatment of hypertension. The results, however, were not 
widely accepted until Kempner,® in 1944, advocated a rice-fryit 
diet and again focused attention on sodium restriction. 

The “Kempner diet” consists entirely of rice, fruit and fruit 
juices, sugar, and a vitamin supplement. It furnishes about 2,000 
calories, between 15 and 30 gm. of protein, 4 to 6 gm. of fat. 
and from 100 to 150 mg. (4.4 to 6.5 mEq.) of sodium daily. 
The diet is somewhat liberalized after reduction of blood pres- 
sure and alleviation of the symptoms. Many of Kempner’s pa- 
tients have improved in both the subjective and the objective 
signs of hypertensive disease. It has been argued that improve. 
ment could not be attributed entirely to the rice diet, since pro- 
longed control periods of rest under hospital conditions before 
the diet was begun were not included in his studies. Moreover, 
since protein and fat were also extremely low in the rice diet, it 
has been questioned whether sodium restriction was in itself the 
effective measure. Greater control of the hospital and dietary 
factors has been employed by Watkin,® who concluded that so- 
dium restriction was the most important aspect of the Kempner 
rice-fruit diet. 

Reports of the effectiveness of the rice diet vary from clinic to 
clinic. A review of several studies in which the rice dict was 
used, with adequate controls, in the treatment of hypertension 
concluded that about one-third of 75 patients had a significant 
reduction in blood pressure attributable to the diet.1° Similar 
although somewhat poorer results were reported by Loofbourow, 
Callahan, and Palmer,1! who observed remarkable improvement 
in a few patients but felt that on the whole the results were no 
better than those obtained with ordinary medical therapy. More- 
over, the rice diet is, as many have found, difficult for patients 
to continue because of its lack of variation and unpalatability. 
Thus, the results for the rice diet in the treatment of hyperten- 
sion have engendered great enthusiasm and extreme conserv- 
atism. At the present writing, it seems reasonable to believe that 
the rice diet is one of the therapeutic regimens effective in some 
patients with hypertension, especially those severely ill. 

Sodium-restricted diets containing a wider variety of foods 
than the rice diet have also been studied in connection with 
hypertension. The first wave of popularity arose from the studies 
of Allen referred to above. The results of later investigations 
appear to indicate that such diets may be effective, perhaps as 
effective as the rice diet. More work must be done with larger 
groups of patients before the results of sodium restriction in 
an otherwise adequate diet can be assessed finally. A number of 
metabolic changes occur in hypertensive disease when sodium 
restriction is severe. Some investigators consider these serious 
enough to contraindicate the use of the diet. These will be 
discussed further in section 3. 


Renal Disease-—Fluid accumulation and edema formation 
commonly occur in patients with the various forms of renal 
disease, particularly acute glomerulonephritis, the nephrotic 
syndrome, chronic pyelonephritis, and intercapillary glomerulo- 

«sclerosis. In acute glomerulonephritis, during the period of 
oliguria or anuria sodium retention is marked and contributes 
to edema formation. Dietary sodium restriction during this 
phase of nephritis is a well-known and a rational means of 
therapy, although it is doubtful that it alters the course of the 
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gisease.1? In the nephrotic syndrome characterized by massive 
albuminuria and hypoa!buminemia, edema occurs in its most 
gvere grades.?® Urinary sodiym excretion usually is greatly re- 
duced, sodium being retained in the body in the formation of 
edema fluid. Severe sodium restriction in the treatment of this 
condition has been little studied. The few ‘clinical studies in 
which mild to moderate sodium restriction was practiced have 
shown benefit in the prevention of edema and ascites reaccumu- 
lation. Hence it is accepted practice in many hospitals for phy- 
cians to prescribe sodium-restricted diets for these patients; 
but, as in congestive heart failure, it is questionable how often 
srict sodium restriction is adhered to, and for this reason, the 
results are difficult to evaluate. Sodium-restricted diets are spe- 
cial problems in the treatment of children with poor appetites. 
The provision of unsalted and tasteless foods may further de- 
crease food intake needed for growing children and required to 
replace the protein lost in the urine. Edema occurs in some other 
cases of chronic glomerulonephritis and may be controlled or 
relieved by dietary sodium restriction. Urinary sodium wastage 
may occur in other cases of chronic renal disease leading to 
sodium depletion and the “low-sodium syndrome.” This will be 
discussed further in section 3. 



















Cirrhosis of the Liver.—Chronic liver disease is often associ- 
ated with a high portal vein pressure and a low serum colloid 
osmotic pressure. As a result of these and perhaps other factors, 
the formation of abdominal fluid (ascites) and of edema of the 
lower extremities is a common and distressing complication. 
Abdominal paracentesis to relieve the patient from the distress of 
the ascitic fluid accumulations has been practiced by many 
generations of physicians. During ascites and edema accumula- 
tion, sodium excretion in the urine falls to low values, usually 
below 50 mg. per day. All ingested sodium goes to the formation 
of the ascitic and edema fluid. Rigid restriction of dietary sodium 
is effective in preventing the continued accumulation of ascites 
and edema.!* As soon as sodium restriction is begun, ascites 
and edema formation cease. In a small number of patients, 
diuresis with loss of ascites and edema may occur promptly or 
within a few days after sodium restriction is instituted. Many 
patients need restricted sodium intake for many months or even 
for a year or more before loss of ascites and edema occurs. 
Because rigid sodium restriction prevents the reaccumulation of 
ascites, it likewise makes paracentesis unnecessary. The depletion 
of protein and other nutrients resulting from paracentesis is 
prevented, and the patient has a better chance to regain a 
more nearly normal nutritional status and to improve his liver 
function. Metabolic studies in patients with cirrhosis of the liver 
have shown that diets furnishing from 200 to 400 mg.\10 to 
15 mEq.) of sodium per day will prevent the reaccumulation of 
fluid. When the sodium intake is increased much above this, 
ascites and edema formation usually recommence and the mag- 
nitude of the fluid accumulation is directly proportional to the 
sodium intake. Sodium restriction must not compromise the pro- 
vision of adequate calories, protein, and other essential nutrients 
to patients with cirrhosis (see section 3). 

























Toxemias of Pregnancy.—The toxemias of pregnancy are 
characterized by hypertension, albuminuria, and edema and have 
been well known for many years. Benefit may be achieved by 
arestriction of sodium intake.15 In those patients in whom fluid 
retention is the primary phenomenon, sodium restriction is an 








= ‘fective therapeutic measure that may reverse the clinical con- 





dition entirely. The mechanism of the sodium and concurrent 
water retention in the toxemias of pregnancy is not known. 






Méniére’s Disease-—Méniére’s disease is associated with 
changes in the labyrinth of the inner ear, resulting in vertigo. 
The condition is distressing and has been treated by sedatives 
or by surgical section of the vestibular nerve or its branches. 
Abnormalities in electrolyte metabolism have been proposed as 
ttiologically important in Méniére’s disease, and sodium restric- 
tion in particular has been used as a therapeutic measure.1¢ 
For some patients, restriction of dietary sodium seems moder- 
ately effective. Many others find that the effect is transitory or 
not evident. It cannot be stated with certainty at the present 
time that sodium restriction is an important therapeutic measure 
in Méniére’s disease. Further studies must be done to substan- 
late its effectiveness or the lack of it... 
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Hormone Therapy.—Corticotropin and adrenal cortical hor- 
mones (e. g., cortisone) are being used in the treatment of many 
illnesses, such as rheumatoid arthritis, chronic skin disease, aller- 
gies, inflammatory eye diseases, and hematological disorders.'* 
Sodium retention is one of the frequent metabolic consequences 
after administration of these therapeutic agents. In some cases, 
this may be of sufficient magnitude to result in the formation 
of edema. Hypertension may also result. Restriction of dietary 
sodium in patients receiving these medicaments, especially for 
long periods of treatment, may prevent or alleviate these un- 
desirable side-effects of therapy.1® This is particularly true for 
patients with heart, kidney, or liver disease who may have a 
predisposition to accumulate fluid. Similarly, other hormones, 
such as estrogens, diethylstilbestrol, and testosterone, have so- 
dium-retaining actions. These agents find use in the management 
of the menopause and for patients with certain types of cancer. 
Although there is relatively little information available about 
sodium retention with consequent edema formation as a compli- 
cation of therapy with these hormones, restriction of sodium in 
the diet would presumably help to control edema formation 
should it occur. 


12. Derow, H. A.: The Management of Acute Glomerulonephritis, New 
England J. Med. 249: 144, 1953. . 

13. Barness, L. A.; Moll, G. H., and Janeway, C. A.: Nephrotic Syn- 
drome: Natural History of the Disease, Pediatrics 5: 486, 1950. 

14. Faloon, W. W.; Eckhardt, R. D.; Cooper, A. M., and Davidson, 
C. S.: The Effect of Human Serum Albumin, Mercurial Diuretics, and 
a Low Sodium Diet on Sodium Excretion in Patients with Cirrhosis of 
the Liver, J. Clin. Invest. 28: 595, 1949. Eisenmenger, W. J.; Ahrens, 
E. H.; Blondheim, S. H., and Kunkel, H. G.: The Effect of Rigid Sodium 
Restriction in Patients with Cirrhosis of the Liver and Ascites, J. Lab. & 
Clin. Med. 34: 1029, 1949. Farnsworth and Krakusin.‘ 

15. Strauss, M. B.: Toxemias of Pregnancy: Types, Etiology, and Treat- 
ment, Am. J. Obst. & Gynec. 38: 199, 1939. 

16. Walsh, M. N., and Adson, A. W.: Méniére’s Syndrome: Medical 
Versus Surgical Treatment, J. A.M. A. 114: 130 (Jan.) 1940. 

17. Thorn, G. W., and others: Pharmacologic Aspects of Adreno- 
cortical Steroids and ACTH in Man, New England J. Med. 248: 232, 
284, 588, 632, 1953. 

18. Frawley, T. F.: Recognition and Prevention of the Complications of 
ACTH and Cortisone Therapy, A. M. A. Arch. Ind. Hyg. 3: 587 (June) 
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ACCEPTED FOODS 


The following products have been accepted as conforming to 
the rules of the Council. 
James R. WILSON, M.D., Secretary. 


Geo. Miesel & Son, Detroit. 
Miesel Brand Tomato Juice. — 

This product meets the Council minimum standard of 17.5 
mg. of ascorbic acid per 100 ml. at time of packing and has 
been granted permission to use the Council’s seal on labels and 
in advertising. 


Armour & Company, Chicago, Packer. 
Gerber Products Company, Fremont, Mich., Distributor. 
Gerber-Armour Chopped Lamb. 

Ingredients: Lamb (trimmed of fat, sinews, and connective 
sheaths) with added salt, prepared under inspection of the Meat 
Inspection Division of the U. S. Department of Agriculture. 

Analysis (submitted by manufacturer).—Total solids 24%, 
moisture 76%, ash 1.3%, fat 3.7%, protein 19%, crude fiber 
less than 0.05%, carbohydrates (by difference) none, and salt 
0.6%. 


Mg. Per 
Vitamins and Minerals 100 Gm. 
the. cttstakaverdsPobiedreindeseséneaeoanseaen 0.005 
ona 1 dll ob kn th tnciabaesereneh anaes dies ot 0.146 
Ee ile ca adabebebtoides shsiccd suacvesstesvese 41 
Pyridoxine (Vitamin Be)..............ceececeeeeeneees 0.147 
NES ees SEa vacates cccdccchicdvetbice cd ccebacs 16 
inn bcc Bec a ccssseed xdesdébeeeesctousiinees 148 
ictnadieastashohawanes ot ashen pepaledieneeytkeanee q 


Calories.—1.12 per gram; 31.8 per ounce. 
Use.—In the feeding of older infants and young children. 
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T H E J O U R N A L ever that a physician be able to express his thoughts 

clearly to others, take his place as a leader in his cop. 
OF THE AMERICAN MEDICAL ASSOCIATION munity, and understand the social forces that contribyte 
535 N. DEARBORN ST. . . . . CHICAGO 10, ILL, to the diseases he sees in his patients. To this end English 
eRe . »« AUSTIN SMITH, M.D. composition, psychology, and sociology should find a; 
Associate Editor JOHNSON F. HAMMOND, M.D. prominent a place in premedical training as physics 
Editor for Medical Literature Abstracts . GEORGE HALPERIN, M.D. mathematics, and chemistry. In the medical curriculyy, 
Assistant Editor WAYNE G. BRANDSTADT, M.D. a halt is finally being called to the inclusion of a smatter. 
ing of every known specialty and subspecialty. In keep. 
Subscription price . . Fifteen dollars per annum in advance ing with the newer objectives of medical education anq 
Cable Address . . ~ eee « « « “Medic, Chicago” because it is obvious that the medical school cannot pos. 
sibly train specialists, more time is being devoted to the 
basic sciences. There is a general tendency to integrate 
MEDICAL EDUCATION preventive medicine throughout the entire undergraduate 
curriculum rather than to present it only in the traditional 
formal course of the past. Although use of this system 
requires careful planning and is not easy to establish, 
when it is conscientiously applied it can be shown to 
have great advantages over the older method. Whatever 
the system used, it is no longer possible for a medical 
school to fulfill its mission and ignore preventive medi- 








The problems of medical education have never been 
more acute than they are today. Recognition of this fact 
has given rise to the organization of the world confer- 
ences on medical education.' Whereas the goal of medical 
education used to be the preparation of the student for 
general practice, almost no physician in the United States 
today goes directly from medical school into independent 
practice. Sir Lionel Whitby summarized the new objec- cine. 
tive of medical education as the production of “an edu- Because changes in medical education are inevitable, 
cated person grounded in principle and method, able to it behooves the medical profession to assure itself that 
see what the whole of medicine . . . means, trained to the changes made are constructive, that those most in 
observe .. . , encouraged to think logically and critically, need of being made are made promptly, and that this is 
instructed in the use of the instruments of measurement, accomplished without lengthening the span between 
and equipped with basic knowledge upon which he will graduation from high school and full self-support as a 
continue to build for the rest of his professional life.” * member of the medical profession. As a result of more 

The problems currently under discussion center careful selection of students a lower rate of attrition be- 
around the selection of medical students (this is the sub- tween acceptance and graduation is already evident. As 
ject of an editorial in an adjacent column), the qualities a result of improvements in the curriculum and in teach- 
necessary in the teacher, and the curriculum. Although ing methods a higher type of physician should soon 
in the past the student came in contact only with teachers emerge. 
who were specialists and who conducted large clinics or 


lectures, there is a growing tendency to replace much of PROCEEDINGS OF FIRST WORLD 


this type of teaching with clinical clerkships and out- CONFERENCE ON MEDICAL 
patient clinic work in which small groups of students are EDUCATION 


supervised by a young general practitioner or general 
internist. This type of teaching has been enthusiastically 
received and is successful just to the extent that the 
supervisor has sufficient imagination to stimulate the 
interest of his students. This system has the advantage 
that it gives the student an integrated view of the practice 
of medicine in that he follows patients with a variety of 
diseases from the time when the original diagnostic 
studies are made through all the steps of treatment and 
post-treatment care. 

Because of the fast accumulating new knowledge in 
medicine and all its ancillary sciences, the so-called lib- 
eral arts have been almost completely crowded out of 
the premedical curriculum, yet it is more important than 


en re 


The first World Conference on Medical Education was 
held in London in August, 1953, in spite of the misgiv- 
ings of many prominent medical educators. It soon be- 
came apparent, however, that the problems confronting 
one country were almost identical with those confronting 
all others. At the conclusion of the conference it was 
adjudged to have been such a success that plans were in- 
mediately made for publication of the entire proceedings. 
This has now been accomplished through the Oxford 
University Press, Press Road, Neasden, London, N.W. 
10, England. The book is available in the United States 
for $16 or may be ordered from England for $8.40 plus 
postage (there is no duty on books). The book is well 

worth having, and the subject is of vital importance (0 

1. First World Conference on Medical Education, Brit. M. J. 2: 484 . ‘ 

(Aug. 29), 2: 556 (Sept. 5), 2: 615 (Sept. 12) 1953. the future of the medical profession. 
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SELECTION OF MEDICAL STUDENTS 


Those who must select or reject students for medical 
training have a great responsibility. Their decisions af- 
fect the whole future life of the young applicants. A va- 
riety of psychological tests may now be used to deter- 
mine the applicant’s emotional stability, personality, and 
motivation, but many of them are still experimental. In 
1952 the ratio of applicants to students accepted in the 
United States was 2.2 to 1. Severinghaus* in screening 
applicants looks among other things for a quality he calls 
warmth, which he states he can recognize easily but 
admits that the detection of this quality is purely intuitive. 
He warns that selection should not be slanted toward a 
promise of research ability, clinical ability, or any other 
restricted field, because in addition to the fields men- 
tioned medical training must be provided for those who 
become, for example, teachers, epidemiologists, and ad- 
ministrators. Regardless of which field a man may 
eventually choose, however, it is essential that he be 
able to assume the responsibilities of citizenship, show 
promise of professional competence, and possess basic 
integrity. 

The problem, therefore, resolves itself into finding the 
best means of determining whether a given candidate 
possesses these attributes. Severinghaus states that at 
Columbia University this problem is met in several steps. 
The applicant’s academic record is reviewed, but the 
grades achieved are weighed against the state of his 
health, the extent and type of his extracurricular activ- 
ities, and any other pertinent information his premedical 
instructors can supply. The evaluation of a potential 
medical student’s ability by his former instructors is es- 
pecially meaningful if some member of the screening 
committee knows these instructors personally. 

As a second screening process the medical school ad- 
mission test of the Association of American Medical 
Colleges has been widely used, but no close correlation 
between the results of the test and subsequent perform- 
ance in medical school has been demonstrated. Finally, 
those who have cleared these hurdles are given a personal 
interview, which serves as a basis for the final selections. 
In such an interview it is essential that the applicant be 
put completely at ease, that the interview be truly per- 
sonal, and that no set pattern be followed. The same in- 
terviewers should be allowed to continue indefinitely, 
particularly if they are especially interested in the work, 
because in a task involving so great a responsibility, ex- 
perience and a keen interest are valuable assets. 

How well students are selected is to a certain extent 
reflected in the attrition rate among medical students. In 
the academic year 1952-1953 this decreased from 5.1% 
for freshmen to 0.2% for seniors.* Academic failure was 
the principal cause. The attrition rate for freshmen shows 
improvement over 15 years ago, when it was 9.4%. In 
addition to improved selection, better student counseling 
undoubtedly played a part in this change. 

Medical schools supported by states and cities are 
limited in their selection largely if not wholly to residents 
of the geographical area that supports them. Although 
there is little hope that this situation will be changed, it 
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represents a shortsighted policy that is a disservice to 
both the state and the school. With roughly only one- 
third as many applicants per vacancy to choose from as 
the other schools, the tax-supported schools are often 
placed in the unfortunate situation of having to select 
inferior applicants or fail to fill their quota. As a result 
of being forced into unwise selections these schools have 
an attrition rate twice that of schools that are free to 
select students without reference to their state of resi- 
dence. If state and city schools would relax their restric- 
tions even to the point of choosing a certain percentage 
of their students from other areas (at a slightly higher 
rate of tuition and with a certain amount of reciprocity) 
this would have a salutary effect. 


HAIRY TONGUE 


The entity known as hairy tongue was first described 
more than a century ago. It begins without subjective 
symptoms and is frequently discovered by accident. It is 
characterized by an area of dark discoloration—usually 
the color is black, but shades of brown, yellow, blue, and 
green have been described—covered with hair-like proc- 
esses on the dorsal surface of the tongue. Histologically, 
the filiform papillae are hypertrophied and are the origin 
of hair-like filaments, which may grow as long as one- 
half inch. The papillae become densely matted and may 
be covered by accumulations of bacteria and molds. The 
filamentous proliferation has been compared to “the 
hair of a dog dampened by water.” In most instances 
the condition is asymptomatic, patients complaining 
only of the appearance of the tongue; in other instances, 
patients have been annoyed by tickling sensations or 
gagging produced by the elongated papillae. 

Considerable controversy exists with respect to the 
cause of hairy tongue. Some investigators ascribe the 
condition to infection of the filiform papillae of the 
tongue with pigment-producing fungi, yeast, or bacteria; 
others expressed the opinion that the various organisms 
found in the growth represent an accidental rather than 
a causal relationship.? During the past few years it has 
been found that hairy tongue can be caused by the oral 
use of sulfonamides and antibiotics. A number of reports 
have been published incriminating lozenges, troches, and 
inhalants containing sulfonamides, penicillin, chlortetra- 
cycline (Aureomycin), chloramphenicol, and oxytetra- 
cycline (Terramycin). 

Although no specific treatment is extant for hairy 
tongue, the lesion is benign. Therapy is aimed at clearing 
away the new growth. Fortunately, the connection be- 
tween hairy tongue and the use of an offending drug is 
often established by the history. Consequently, since 
hairy tongue under these circumstances can in effect be 
considered a man-made disease, withdrawal of the of- 
fending medication will eliminate the lesion. 
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(Sept. 11) 1954. 
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Following the Use of Aureomycin Ointment, A. M. A. Arch. Dermat. & 
Syph. 67: 503 (May) 1953. 
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UTAH STATE MEDICAL ASSOCIATION 


To permit readers of THE JouRNAL to become better ac- 
quainted with the activities of state medical associations, articles 
describing them will appear from time to time in these pages. 
—Ep. 


On Oct. 2, 1895, three months before Utah was admitted as 
a state, the Utah State Medical Society was incorporated. At 
that time 43 physicians in the state formed the articles of in- 
corporation and the constitution, which provided in part as 
follows: “. . . The following persons and none others, shall be 
eligible to membership in this corporation, viz.: Persons who 
are graduates of a regular Medical College in good standing, 
and who hold certificates or licenses from the Board of Medical 
Examiners of Utah Territory or of the State of Utah, entitling 
them to practice Medicine in Utah, who are of good profes- 
sional attainments, and good moral character, and who shall 
have been in actual practice in the Territory or State of Utah, 
for not less than six months prior to nomination for membership. 

“All elections to membership must be by ballot at the regular 
annual meeting, and by a majority vote of the members present. 
No person who is a resident of a county in which there shall be 
a County Medical Society, shall be eligible for membership in 
this Corporation, unless he be a member of such County 
Society. 

“. . . The said Corporation being for purely scientific and 
social purposes and not for purposes of gain, and not intending 
to acquire any property save such as may tend to further its 
scientific and social purposes and objects, membership in the 
said corporation shall not carry with it any property right to 
any property which the Corporation may acquire: and upon the 
cessation of membership, whether by death, removal, resigna- 
tion or otherwise, the person whose membership so ceases or 
his heirs or assigns shall be entitled to no right to claim upon 
any property of the said Corporation. The individual property 
of the members of said Corporation shall not be liable for the 
obligations of said Corporation. .. . 

“... Any member of said Corporation may be expelled or 
suspended from or reprimanded for immoral or unprofessional 
conduct in accordance with the provisions of this article and 
of such By-Laws not inconsistent herewith as the said Corpo- 
ration may adopt. Charges of such immoral or unprofessional 
conduct must be preferred in writing signed by the accusing 
party or parties. They shall be referred to the Board of Censors. 
The said Board of Censors by its chairman or acting chairman 
shall furnish the accused with a copy of the charges not less 
than thirty days in advance of the hearing before said Board, 
and shall cite the accused to appear before the said Board by 
a written notice served upon him personally or by mail stating 
particularly the time and place of said hearing. The said Board 
of Censors shall hear and determine the said charges and report 
its decision thereon to the Society in writing at the next annual 
meeting thereafter. No person shall be expelled except by a 
vote of four-fifths of the members present at a regular annual 
meeting of the corporation, which vote must be by ballot, nor 
shall any member be expelled unless the charges against him 
shall have first been preferred in writing and heard and deter- 
mined by the Board of Censors herein provided. . . .” 


Subsequently, the society was reincorporated under the name 
of the Utah State Medical Association. In 1934, the first part- 
time lay executive secretary was engaged. From that time on 
the growth of the association was rapid, and in 1942 a full- 
time executive secretary was engaged. Today the Utah State 
Medical Association comprises eight component societies with 
a membership of 778. The society publishes monthly the Utah 
Medical Bulletin and participates in the publication of the Rocky 
Mountain Medical Journal. Support is given to the Utah Health 
Council, which presents weekly radio and television programs. 


ORGANIZATION SECTION 
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In 1952 a public service was inaugurated whereby member; 
of the association furnish bimonthly articles in 60 rural news. 
papers throughout the state. Other public relations projects 
sponsored by the association include yearly public medicaj 
forums, participated in by about 75 physicians annually, 4 
speakers’ bureau fills requests for medical speakers for varioys 
audiences. Through the component societies, members partici. 
pate actively in the business, civic, and industrial affairs of their 
respective communities. At legislative meetings the association 
has taken an active part in improving laws for the public benefit. 
In 1952 the association sponsored a new health code that ip. 
cluded minimum standards for hospitals and also new |aws 
governing water purification and sewage disposal. In this man. 
ner the association has made every effort to work out well. 
rounded public relations programs looking toward the advance. 
ment of medicine in the public interest. In cooperation with 
the University of Utah College of Medicine, Salt Lake City, 
the association recently inaugurated a new approach to post: 
graduate education, the Audio-Visual Seminar Kit (J. A. M. 4. 
154:1437 [April 24] 1954). 

Headquarters of the association are maintained at 42 E. South 
Fifth St., Salt Lake City 2. Officers include Dr. Frank K. Bart- 
lett, Ogden, president; Dr. Charles Ruggeri, Salt Lake City, 
president-elect; Dr. Homer E. Smith, Salt Lake City, secretary; 
Dr. J. R. Miller, Salt Lake City, treasurer; and Mr. Harold 
Bowman, executive secretary. 


FOG FAILS TO DELAY PRESIDENT-ELECT’S ADDRESS 

A. M. A. President-Elect Elmer Hess, a few days ago in his 
travels, flew from Indianapolis to Seattle, a distance of 2,000 
miles. On arrival the city was fogged in and there was no way 
to get to Victoria, B. C., where he was scheduled to address the 
Western Conference of Prepaid Medical Service Plans. On the 
morning of the scheduled talk, about two hours before deadline, 
Edward Uzemack of the A. M. A. Public Relations Department, 
who was traveling with Dr. Hess, started arrangements to have 
the President-Elect deliver his talk from Seattle to the Empress 
Hotel in Victoria via telephone. The Pacific Telephone and 
Telegraph Company cleared a main line to Victoria, where the 
telephone company installed special public address equipment 
and the stage was set for Dr. Hess’ talk. The entire procedure 
required only about an hour and a half, and Dr. Hess was able 
to deliver his 30 minute speech on schedule over a private phone 
in the office of the Seattle Telephone Company. An audience of 
400 persons heard the talk, which came in clearly over the 
unique hook-up. The arrangement was so unusual that news- 
papers in both Seattle and Victoria gave Dr. Hess’ story unusual 
prominence. 


AMERICAN MEDICAL EDUCATION FOUNDATION 


Through the combined efforts of the National Fund for 
Medical Education and the American Medical Education 
Foundation, grants totaling $2,176,904.71 were given to the 
nation’s 80 approved medical schools last July. Of the total, the 
medical profession provided $1,101,578.31 through the Ameri- 
can Medical Education Foundation. Since Jan. 1, 1954, the 
foundation has received 15,800 contributions totaling $1,023,- 
313.26, compared with 15,414 gifts totaling $960,859 during 
the same period in 1953. An effort is being made to push the 
AMEF campaign in each state and to see if a fund of $1,200,000 
can be reached before Dec. 31. The AMEF will have an exhibit 
at the Clinical Meeting of the American Medical Association, 
Miami, Fla., Nov. 29-Dec. 2. Mr. John W. Hedback, Associate 
Executive Secretary of the foundation, will be in charge of the 
exhibit. 









ALA 


ment 
sity 

Tesea 
of hy 


COL 
Can 
Canc 
sity 

searc 


Physi 
intere 
educa 
weeks 
















Vol. 156, No. 12 


ALABAMA 

Narcotic Violation.—Dr. Felix Jenkins McGraw, 5353 Ist Ave., 
North, Birmingham, pleaded guilty in the U. S. District Court 
at Birmingham to a charge of violation of the federal narcotic 
law and on July 15 was sentenced to serve a year and a day, 
was fined $100, and was placed on probation for a period of 
three years to begin at the expiration of the foregoing sentence. 









CALIFORNIA 

Society News.—The California Society of Allergy recently 
elected Dr. Norman M. Shure, Los Angeles, as president; Dr. 
Lazarre J. Courtright, San Francisco, president-elect; and Dr. 
Ben C. Eisenberg, Huntington Park, secretary-treasurer. 








Personal.—Dr. Harold G. Trimble, Oakland, was awarded the 
fourth Varrier-Jones memorial medal on the occasion of his 
lecture in London at Manson House, May 14, in memory of Sir 
Pendril Varrier-Jones, the founder of Papworth Village, the 
industrial colony for the tuberculous, near London. Dr. Trimble 
spoke about “Current Treatment of Tuberculosis in the United 
States.” 










Department of Biotoxicology.—The school of tropical and pre- 
ventive medicine of the College of Medical Evangelists, Loma 
Linda-Los Angeles, announces the expansion and change in 
name of the department formerly known as ichthyology and 
herpetology. The new division, the department of biotoxicology, 
will include laboratories in histology, pharmacology, chemistry, 
taxonomy, toxicology, ichthyology, herpetology, and botany. 
The research program is currently being sponsored by grants and 
contracts from various federal, industrial, and private agencies. 
Dr. Bruce W. Halstead, head of the department, is in charge of 
the program. 













University News.—After a year of graduate study at the Joslin 
Clinic, Boston, Dr. William W. Pote Jr., instructor in medicine 
at the College of Medical Evangelists, Loma Linda—Los Angeles, 
will assist on diabetes services at the White Memorial Clinic and 
the Los Angeles County Hospital and will conduct research in 
that field. Under the supervision of Dr. Harold N. Mozar, 
director, school of tropical and preventive medicine, College of 
Medical Evangelists, the fourth course in tropical public health 
was recently conducted in Mexico. With visits to hospitals, 
clinics, and villages, environmental sanitation is studied under 
actual field conditions. 


Awards for Cardiac Research.—Awards totaling $55,650 for 
support of research on diseases of the heart and arteries were 
made recently to the following institutions by the Life Insurance 
Medical Research Fund: Mount Zion Hospital, San Francisco, 
for research by Dr. Ray H. Rosenman on the role of potassium in 
maintenance of the blood pressure, $8,250; Stanford University 
School of Medicine, San Francisco, for research by Dr. Emile 
F. Holman on cardiovascular disorders in relation to their surgi- 
cal treatment, $12,200; University of California Medical School, 
Berkeley, for research by Dr. Israel L. Chaikoff on the develop- 
ment and prevention of arteriosclerosis, $26,400; and Univer- 
sity of California at Los Angeles School of Medicine, for 
research by William G. Clark, Ph.D., on neurochemical aspects 
of hypertension, $8,800. 



























COLORADO 

Cancer Research.—The Colorado division of the American 
Cancer Society has announced a grant of $25,000 to the Univer- 
sity of Colorado School of Medicine, Denver, for cancer re- 
search. The grant will be used in connection with studies on 













Physicians are invited to send to this department items of news of general 
iMterest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 
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physical and chemical processes present in normal cells and in 
cancer cells, as well as toward work in determining the role of 
hormones in cancer. 


DISTRICT OF COLUMBIA 

Dr. McGovern Goes to Louisiana.—Dr. John P. McGovern, for 
four years on the staff of George Washington University School 
of Medicine, Washington, D. C., as assistant professor of pedi- 
atrics and as a John and Mary R. Markle scholar in medical 
science, has accepted a full-time position as associate professor 
of pediatrics at Tulane University of Louisiana School of 
Medicine, New Orleans. Dr. McGovern has served as chief of 
the George Washington University pediatrics division of the 
D. C. General Hospital and associate attending physician on the 
staff of Children’s Hospital. He will complete his Markle scholar- 
ship at Tulane University. 


GEORGIA 

Honorary Degrees Conferred.—At Emory University’s medical 
centennial celebration, Oct. 4 and 5, Dr. F. Phinizy Calhoun 
Jr., chairman, department of ophthalmology, assisted in confer- 
ring the honorary doctor of laws degree on his father, Dr. F. 
Phinizy Calhoun Sr., who has practiced more than 50 years in 
Atlanta. The senior Dr. Calhoun, son of the late Dr. Abner 
Calhoun, is a member of the executive committee of the univer- 
sity’s board of trustees and is a former president of the American 
Ophthalmological Society. He was one of six physicians on 
whom Emory University conferred honorary degrees in ob- 
servance of its 100th anniversary. The others, all of whom re- 
ceived the degree of doctor of science, were Dr. Alfred Blalock, 
Johns Hopkins University School of Medicine, Baltimore; Dr. 
John F. Fulton, Yale University School of Medicine, New 
Haven, Conn.; Dr. Cyrus C. Sturgis, University of Michigan 
Medical School, Ann Arbor; Dr. Evarts A. Graham, Washington 
University School, of Medicine, St. Louis; and Dr. Stanhope 
Bayne-Jones, Washington, D. C., director of U. S. Army medical 
research. 


ILLINOIS 

Dr. Grotjahn to Lecture at Downey.—Dr. Martin Grotjahn, 
Beverly Hills, Calif., chairman, educational committee, Institute 
for Psychoanalytic Medicine of Southern California, will speak 
on psychoanalysis of adolescence Nov. 24, 10 a. m., at the 
Veterans Administration Hospital, Building 2020W, Downey. 
Discussion of a case will be held at 1 p. m. 


Chicago 

Ranson Lecture.—Theta chapter of Phi Beta Pi will hold its 
25th annual Stephen Walter Ranson lecture at 4 p. m. in Thorne 
Memorial Hall at Superior Street and Lake Shore Drive, Nov. 24. 
The speaker, Dr. Owen H. Wangensteen of Minneapolis, will 
discuss “The Peptic Ulcer Problem.” 


Cook County Alumni Luncheon.—A Cook County Alumni 
luncheon will be held Dec. 1, during the American Medical 
Association Clinical Meeting in Miami, Fla. Information as to 
time and place of the meeting will be available at the registration 
desk. 


Dr. Kirschbaum Goes to Texas.—Dr. Arthur Kirschbaum has 
resigned as professor and head of the department of anatomy, 
University of Illinois College of Medicine, to become head of 
the anatomy department at Baylor University College of Medi- 
cine, Houston, and fill a similar position in the College of 
Dentistry of the University of Texas. 


Appoint Professor of Gynecology.—Dr. Aaron E. Kanter, a 
past president of the Chicago Gynecological Society, has been 
appointed professor and chairman of the department of gynecol- 
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ogy and obstetrics at the Chicago Medical School. He is attend- 
ing obstetrician and gynecologist at the Presbyterian and Mount 
Sinai hospitals and attending gynecologist at the Cook County 
Hospital. 


Advanced Course for Electrocardiographers.—A course in 
interpretation of complex arrhythmias will be given Dec. 13 to 
16 at Michael Reese Hospital by Drs. Louis N. Katz, Richard 
Langendorf, and Alfred Pick. This course, intended only for 
experienced electrocardiographers, will meet daily from 9 a. m. 
to 5 p. m. Information may be obtained from the Secretary, 
Cardiovascular Department, Medical Research Institute, Michael 
Reese Hospital, Chicago 16. 


Dr. Allen to Lecture in Copenhagen.—Dr. Harvey S. Allen, 
associate professor of surgery, Northwestern University Medical 
School, Chicago, has received a Fulbright grant to lecture on 
hand surgery for three months next year in Copenhagen, Den- 
mark, at the Society and Home for Cripples. Dr. Allen, a former 
director of Cook County Hospital’s hand clinic, has been on 
Northwestern’s medical school faculty since 1937 and is an 
attending surgeon at Passavant Memorial Hospital. He will be 
in Denmark from January to March, 1955. 


Death of Maud Slye.——Maud Slye (Hon. Sc.D.), associate pro- 
fessor emeritus of pathology at the University of Chicago, died 
Sept. 17 in Billings Hospital of a heart attack. For 38 years 
before her retirement in 1944, Dr. Slye did cancer research, 
making autopsies on 150,000 mice during her investigations. She 
first came to the University of Chicago in 1896 at the age of 
17 as a student and part-time secretary to its first president, 
William Rainey Harper, and later served as pathologist with the 
Otho S. A. Sprague Memorial Institute. In 1938, when the uni- 
versity took over the Sprague staff, Dr. Slye was appointed asso- 
ciate professor of pathology. In 1914 she was awarded the 
American Medical Association gold medal; in 1915, the Ricketts 
prize from the University of Chicago; and in 1922, the Radio- 
logical Society of North America gold medal. 


New Associate Dean and Director of Research Hospitals.—Dr. 
Donald J. Caseley, formerly medical director of St. Luke’s 
Hospital, has been appointed medical director of the Research 
and Educational Hospitals and associate dean of the University 
of Illinois College of Medicine. With this appointment there 
has been established a separate office of medical director of the 
hospitals, which was formerly combined with the deanship of 
the college of medicine. In the new capacity, Dr. Caseley will 
cooperate with Dr. Granville A. Bennett, dean of the college 
of medicine, in the preparation of the budget and specifically on 
budgetary provisions relating to the hospitals and the medical 
school. In addition, he will assist the dean on all educational 
matters, especially in programming and implementing the edu- 
cational and research activities in the Research and Educational 
Hospitals and the work of clinical clerks. He will also represent 
the dean in educational matters and staffing at the Illinois Eye 
and Ear Infirmary. 


INDIANA 


Personal.—Appointed to fill the unexpired term of his father, 
the late Dr. Waverly D. Bretz, as county health officer, Dr. 
John M. Bretz, Huntingburg, will hold that position until 
December, 1957. 


Appoint State Health Commissioner.—Dr. Andrew C. Offutt 
has succeeded Dr. Leroy E. Burney as state health commis- 
sioner and secretary of the Indiana State Board of Health. Dr. 
Burney returned to active duty in the Public Health Service as 
assistant surgeon general, Sept. 1. Dr. Offutt has been on the 
health board for three years as director, bureau of preventive 
medicine. 


KANSAS 


Water Fluoridation in 1,000 Cities.—The initiation of fluorida- 
tion of Osawatomie’s municipal water supply, Aug. 12, was 
observed with special ceremonies as Osawatomie became the 
1,000th city in the United States to fluoridate its water supply. 
The ceremony, held in John Brown Memorial Park, was planned 
by the American Dental Association, in cooperation with the 
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Public Health Service and assisted by the divisions of dentaj 
hygiene and sanitation of the Kansas State Board of Health ang 
the Kansas Dental Association. Mrs. Oveta Culp Hobby, secre. 
tary, U. S. Department of Health, Education, and Welfare, who 
was compelled by last-minute duties to cancel her plans to 
attend the ceremony, sent the following message: “The decision 
of Osawatomie to fluoridate its drinking water supply symbolizes 
the right and responsibility of communities to make decisions 
involving their local welfare. Local determination of local mat. 
ters is in the best American tradition, serving to strengthen the 
community, and, hence, the basic fiber of the nation.” (sa. 
watomie is now one of 19 Kansas communities having a fluori- 
dated municipal water supply. The others include: Ottawa 
Horton, Junction City, Garnett, Seneca, Fort Scott, Minneapolis, 
Hayes, El Dorado, Coffeyville, Iola, Colony, Lawrence, Paola 
Arkansas City, Parsons, Fredonia, and Greensburg. 


Course on Industrial Medicine.—The University of Kansas 
Medical Center, Kansas City, will offer a course on industrial 
and occupational medicine, Dec. 6 to 8, under the co-sponsor. 
ship of the joint committee representing the A. M. A. Council 
on Industrial Health, the American Academy of General Prac. 
tice, and the Industrial Medical Association. The program 
emphasizes the family physician’s role in on-the-job injuries, 
Among presentations by out-of-state physicians will be: 
Present Concept of Industrial and Occupational Medicine, Charles F. 
Shook, Toledo, Ohio. 
Preplacement Examinations and Periodic Health Audits, Edward H, 
Carleton, East Chicago, Ind. 
Alcoholism and Industry, R. Robert Cohen, Denver. 
Dust, Smoke and Fumes, H. Scott Van Ordstrand, Cleveland. 
Rehabilitation and Reemployment of the Cardiac Patient, R. Emmet 
Kelly, St. Louis. 
“Interprofessional Relationships of the Industrial Physician 
and the Personal Physician” will be outlined by Mac F. Cahal, 
Kansas City, Mo., executive secretary, American Academy of 
General Practice. “Occupational Health Problems,” a motion 
picture in sound and color, will be shown Monday at 4:40 p. m. 
A panel on farm and rural occupational diseases will be pre- 
sented Tuesday at 4 p. m. and a panel on accidents of farm, 
home, and factory, Wednesday at 3:40 p. m. A copy of the 
complete program may be obtained on request to the Department 
of Postgraduate Education, University of Kansas Medical 
Center, Kansas City 12. 


LOUISIANA 

University News.—Dr. Richard M. Paddison, formerly associ- 
ated with the Jefferson Medical College of Philadelphia; the 
Pennsylvania Hospital, Philadelphia; and the Burlington County 
Hospital in Mount Holly, N. J., has been appointed assistant 
professor of neurology in the department of neuropsychiatry, 
Louisiana State University School of Medicine, New Orleans. 


MARYLAND 

Personal.—Dr. John Clare Whitehorn, director, department of 
psychiatry, Johns Hopkins University School of Medicine, Balti- 
more, will serve on the National Advisory Mental Health 
Council, Surgeon General Scheele of the Public Health Service 
announced Oct. 26. 


Dr. Carter Honored.—Dr. Hill Carter, who has held monthly 
clinics at Memorial Hospital in Easton, Md., for 17 years, was 
the guest of honor at a testimonial dinner at Easton, June 17, 
on his retirement as consultant to the hospital. Members of the 
medical staff, the board of directors, and their wives, about 150 
in number, were present. In recognition of his services, Dr. 
Carter was presented with an inscribed silver tray. 


MASSACHUSETTS 


Society News.—The Norfolk District Medical Society will pre- 
sent a symposium on dermatology in practice Nov. 23, 8:15 
p. m., in the Jimmy Fund Building auditorium, 35 Binney St., 
Boston. 


Alpha Omega Alpha Lecture.—The Boston University chapter 
of Alpha Omega Alpha will sponsor its first lecture of the current 
academic year at 5 p. m., Nov. 22, in the Boston University 
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School of Medicine auditorium, 80 E. Concord St. Dr. Irving 
M. London, associate professor of medicine at Columbia Univer- 
sity College of Physicians and Surgeons, New York, will discuss 
“Metabolism of Hemoglobin and Bile Pigments.” The lecture 
js open to the medical profession. 


MICHIGAN 

Hospital News.—Dr. J. Edward Berk, assistant professor of 
medicine and research associate, Fels Research Institute, Temple 
University School of Medicine, Philadelphia, has been appointed 
chief of medicine and director of medical education at Sinai 
Hospital, Detroit, to succeed Dr. George B. Eusterman, who 
recently retired. Dr. Berk has also been appointed associate 
professor of clinical medicine at the Wayne University College 
of Medicine, Detroit. 


Personal.—Dr. Earle A. Irvin, Detroit, immediate past president 
of the Industrial Medical Association, has been appointed 
medical director of Ford Motor Company after serving 19 
years with General Motors Corporation, the last 12 as medical 
director of the Cadillac division. Dr. Joseph G. Molner, 
health commissioner of Detroit, was recently given an alumni 
award by Wayne University. Dr. Molner has served as chairman 
of the department of public health at the Wayne University 
College of Medicine in Detroit, as lecturer in the colleges of 
pharmacy and nursing, and as lecturer in the University of 
Michigan School of Public Health. The June issue of the 
Journal of the Michigan State Medical Society is dedicated to 
Dr. Robert L. Novy, Detroit, president, Michigan Medical Serv- 
ice. Dr. Novy, who is professor of clinical medicine, Wayne 
University College of Medicine, serves as commissioner, Detroit 
Board of Health. 








Wayne Honors Alumni.—At the 68th annual banquet of the 
alumni of Wayne University College of Medicine, Detroit, and 
its predecessor, the Detroit College of Medicine and Surgery, 
the first university citation for distinguished service by a layman 
was presented to Benjamin Levinson, president, Michigan 
Mortgage Corporation, who marshalled support for legislation 
making possible the construction of Wayne’s Medical Science 
Building and played a leading part in demonstrating to the legis- 
lature the need for a grant of $2,500,000 for the expansion of 
Herman Kiefer Hospital. Dr. L. Murray Thomas, research 
associate in the department of anatomy, won the alumni award 
for postgraduate medical research. His investigations have been 
in neurophysiology and neuroanatomy, particularly with refer- 
ence to sensory pathways of the spinal cord and visceral sensa- 
tion. Two medical alumni, Drs. Osborne A. Brines, Detroit, and 
Wilfrid Haughey, Battle Creek, were presented distinguished 
service citations for their contributions to medicine. Dr. Haughey, 
class of 1906, is a member of the board of directors, vice- 
president of the Michigan Medical Service, and editor of the 
Journal of the Michigan State Medical Society. Dr. Brines, class 
of 1927, is vice-president of the International Society of Clinical 
Pathologists, professor and chairman of the department of 
pathology at Wayne University College of Medicine, and chief 
pathologist at City of Detroit Receiving Hospital. 


MINNESOTA 


Muscular Dystrophy Clinic—A new clinic for the diagnosis, 
care, and treatment of muscular dystrophy patients has been 
opened at the University of Minnesota Hospitals under the 
direction of Dr. Abe B. Baker, head of the neurology depart- 
ment. In addition, a research project on this disease has been 
established. Funds for both the clinic and the research project 
were provided by the Muscular Dystrophy Associations of 
America. The Minnesota clinic will be available to all muscular 
dystrophy patients on referral by a physician. The muscular 
dystrophy organization is conducting a statewide survey to 
determine the incidence of the disease and to provide additional 
Clinical facilities where the situation warrants. Persons who have 
the disease or know others who have it are requested to contact 
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the association through its national representative, Mr. Raymond 
Lewis, 3737 Abbott Ave. South, Minneapolis. Literature and a 
film on muscular dystrophy are available without charge. 


NEBRASKA 


University News.—The University of Nebraska College of 
Medicine, Omaha, has appointed Dr. Gordon Everett Gibbs, 
associate professor of pediatrics at the University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, as associate professor of pediatrics and Dr. Merle 
McNeil Musselman, instructor in surgery at the University of 
Michigan Medical School, Ann Arbor, as associate professor of 
surgery. James W. Benjamin, Ph.D., formerly assistant 
dean and professor of anatomy at the New York Medical 
College, Flower and Fifth Avenue Hospitals, has assumed 
the duties of the newly created post of assistant dean of the 
college of medicine. The Nebraska Psychiatric Institute 
and the University of Nebraska College of Medicine recently 
appointed Dr. Harold R. Martin, formerly affiliated with the 
Institute of Living in Hartford, Conn., as clinical director, adult 
inpatient service, at the institute and assistant professor, neur- 
ology and psychiatry, at the college. Dr. Jerman W. Rose, pre- 
viously with the Oneida Child Guidance Center, Utica, N. Y., 
will be psychiatrist, children’s service, at the institute and 
assistant professor, neurology and psychiatry, at the college. Dr. 
LaVern C. Strough, former chief of the mental health clinic for 
the Veterans Administration, will be clinical director, adult out- 
patient service, at the institute and assistant professor, neurology 
and psychiatry, at the college. 








NEW YORK 


Physicians’ Symphony Orchestraw—The Brooklyn Doctors’ 
Symphony Orchestra has vacancies for medical, dental, and 
other personnel in the allied professions. The group will meet 
Wednesday evenings at 8:30 at the Brooklyn High School for 
Homemaking, 901 Classon Ave., Brooklyn. For information, 
call Miss Leitman, Secretary, at SL 6-2253. 


Iodine Educational Award.—Dr. Jack Gross, associate professor 
of anatomy, State University of New York College of Medicine 
at New York City, Brooklyn, was awarded the 1954 Chilean 
Iodine Educational Bureau award in Boston at the 101st con- 
vention of the American Pharmaceutical Association. The award 
carries a stipend of $1,000 and a citation. Together with Dr. 
R. Pitt-Rivers at the National Institute. for Medical Research, 
London, England, Dr. Gross isolated triiodothyronine from the 
thyroid glands of cattle, explored its physiological properties, 
and synthesized it chemically. 


Director of Cancer Research.—Dr. Herman E. Hilleboe, state 
health commissioner, has announced the appointment of Theo- 
dore Spaeth Hauschka, Ph.D., as director of the department of 
biology at the Roswell Park Memorial Institute, effective Nov. 1. 
Dr. Hauschka will direct the biological phases of cancer research 
at the institute. Dr. Hauschka has been head of the department 
of experimental zoology and senior member at the Institute for 
Cancer Research and Lankenau Hospital Research Institute in 
Philadelphia. He is a member of the editorial board of Cancer 
Research and author of many publications on normal and 
malignant growth, microbiology, genetics, and immunology. 


Appoint Head of Physiology Department.—Dr. Henry D. 
Lauson, associate professor of physiology at Cornell University 
Medical College, has been named chairman, department of 
physiology, Albert Einstein College of Medicine of Yeshiva 
University. He will also serve as visiting pediatrician at the new 
Bronx Municipal Hospital Center, which will be affiliated with 
the college and serve as its clinical teaching center. Dr. Lauson 
served four years as an associate at the Rockefeller Institute for 
Medical Research, where he conducted research on nephrotic 
syndromes. From 1942 through 1946 he was associated with 
the cardiac clinic at Bellevue Hospital, and in 1950 he was 
appointed associate professor in pediatrics at the New York 
Hospital-Cornell Medical Center. 
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Trudeau Sanatorium to Close—The Trudeau Sanatorium, the 
oldest private establishment for the treatment of tuberculosis in 
the United States, will close Dec. 1. According to the New 
York Times, the 100 acre Adirondack cottage community, a mile 
north of Saranac Lake, thus “will yield to scientific progress in 
the treatment and cure of the disease that spurred its founding 
70 years ago.” Dr. Gordon M. Meade, executiye director, 
summed up the closing of the sanatorium: “This is a milestone. 
We can no longer continue because of the decline in the number 
of tuberculosis patients. A patient’s length of stay has been 
shortened by the new antibiotic drugs and surgery techniques; 
there have been fewer relapses and lots more home care.” The 
tuberculosis mortality rate, which in 1900 was 200 per 100,000 
population, today is only 12.6 per 100,000. 


Personal.—Robert P. Parker, Ph.D., Bound Brook, N. J., has 
been named to the newly created post of director of research 
of the Pearl River Laboratories, American Cyanamid Com- 
pany’s research division. Dr. Richard F. Binzley, director 
of Syracuse Psychopathic Hospital, has been named assist- 
ant commissioner of mental hygiene by Dr. Newton J. Bige- 
low, commissioner, state department of mental hygiene, to 
fill the post vacated by Dr. Robert C, Hunt, who was recently 
named head of the department’s new Community Mental Health 
Service. Dr. Binzley, who joined the department in 1933, was 
previously affiliated with Grasslands Hospital in Valhalla and 
Pilgrim State Hospital, West Brentwood, L. I——Dr. James L. 
McCartney, Garden City, has been invited to speak, under the 
auspices of the World Medical Association, to the medical soci- 
eties at Havana, Cuba; Yokohama and Kobe, Japan; Manila, 
P. I.; Colombo, Ceylon; Cochin and Bombay, India; Karachi, 
Pakistan; and Naples and Genoa, Italy. His subject will be “The 
Treatment of the Involutional and Senile Psychoses.” He is 
leaving on the S. S. President Monroe Nov. 20 and will survey 
the psychiatric facilities in each of the 14 countries he will visit, 
returning to New York on March 6. 





New York City 

Society News.—On Oct. 1, the Coordinating Council for Cere- 
bral Palsy in New York City elected Dr. George G. Deaver 
president and Dr. William Cooper vice-president. The coordi- 
nating council is concerned with maintaining professional 
standards of care in cerebral palsy. 


Dr. Traub Accepts Position in Philadelphia—Dr. Eugene F. 
Traub, professor of dermatology at New York Medical College, 
Flower and Fifth Avenue Hospitals, since 1949, has resigned 
that position and accepted appointment as medical director of 
the Skin and Cancer Hospital of Philadelphia. Dr. Traub was 
director of New York Medical College’s department of derma- 
tology. At Philadelphia’s Skin and Cancer Hospital, a nonprofit, 
nonsectarian hospital founded in 1927, Dr. Traub will supervise 
all medical functions and the training of resident physicians. To 
devote full time to his new post, he has resigned his former staff 
and consultive affiliations and has given up private practice. A 
long-time resident of Cambridge, Md., he will continue to make 
his home there at Shore Acres Farm. He has written extensively 
on dermatological subjects in textbooks and medical journals. 


Hemophilia Foundation Advisory Council.—The national office 
of the Hemophilia Foundation (60 E. 42nd St., New York 17) 
announces the establishment of a National Medical Advisory 
Council, the members of which are Drs. Benjamin Alexander, 
Boston; Kenneth M. Brinkhous, Chapel Hill, N. C.; John H. 
Lawrence, Berkeley, Calif.; Armand J. Quick, Milwaukee; 
Leandro M. Tocantins, Philadelphia; Louis R. Wasserman, New 
York; and Maxwell M. Wintrobe, Salt Lake City. Dr. Martin C. 
Rosenthal, New York, has been appointed medical secretary to 
the foundation. The Hemophilia Foundation was formed in 1948 
to disseminate information concerning hemophilia and other dis- 


‘orders of blood coagulation and to encourage research and 


clinical study in these disorders through allocation of grants and 
subsidies. At present 14 chapters throughout the United States 
are participating in the program. 


Personal.—Dr. Frederick H. Shillito has been named medical 
director of the American Can Company.——Dr. Frederick S. 


_Reiss, associate clinical professor, Postgraduate Medical School 
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of New York University, has been elected corresponding mem. 
ber of the Italian Society of Dermatology and Syphilology —_ 
Dr. Alfred A. Gellhorn, director, Institute of Cancer Research 
at Columbia University College of Physicians and Surgeons, ang 
chief, medical service, Francis Delafield Hospital, is on a lecture 
tour in Brazil, Uruguay, Argentina, Chile, Peru, Colombia, ang 
Venezuela under the International Educational Exchange Pro. 
gram.——Dr. John Black Grant, associate director, division of 
medicine and public health, Rockefeller Foundation, was 
honored at the summer convocation of his alma mater, Acadia 
University in Wolfville, Nova Scotia, Canada, where he delivereg 
an address and was awarded the degree of doctor of science, 
honoris causa. Dr. Grant has served as professor of public health 
in Peiping Union Medical College, Peiping, Hopeh, China: 
director of the All-India Institute of Hygiene and Public Health 
in Calcutta; and consultant on public health in Italy and in south. 
east Asia. 


OHIO 

University Retirements.—Dr. Elijah J. Gordon, former director 
of the outpatient department, retired in June after almost 40 
years of service to the Ohio State University College of Medicine, 
Columbus. Frank A. Hartman, Ph.D., internationally known for 
his work on the adrenal gland and former research professor of 
physiology, also retired in June. Dr. Gordon, Dr. Hartman, 
and Dr. George M. Curtis, former chairman of the department 
of surgical research and professor of surgery, have been made 
emeritus professors. 


PENNSYLVANIA 


Dr. Sarah Morris Awarded Citation of Merit.—Dr. Sarah |, 
Morris, director, division of diagnosis and clinic services, 
Bureau of Tuberculosis Control, Pennsylvania department of 
health at Harrisburg, has been named the first recipient of the 
annual Citation of Merit by the commonwealth committee of 
the Woman’s Medical College of Pennsylvania, Philadelphia, 
The award was established to honor those who have made “out- 
standing contributions to the profession of medicine.” During 
her years as teacher and physician at the University of Wisconsin 
Medical School, Madison, she reorganized and directed one of 
the first full-time, four-year required courses in preventive 
medicine in America and developed one of the first tuberculosis 
control programs in a medical school. 


Philadelphia 

Society News.—At the meeting of the Philadelphia Rheumatism 
Society the following officers were elected: Dr. Philip R. Trom- 
mer, president; Dr. Harry E. Banghart, vice-president; Dr. Ernest 
M. Brown, secretary-treasurer; and Dr. Richard T, Smith, coun- 
cilor. 


Samuel D, Gross Prize.—The Philadelphia Academy of Surgery 
announces that essays will be received in competition for the 
Samuel D. Gross prize ($1,500). The conditions are that the 
prize shall be awarded every five years to the writer of the best 
original essay, not exceeding 150 printed pages, octavo, in 
length, illustrative of some subject in surgical pathology or sur- 
gical practice founded on original investigations, the candidates 
for the prize to be American citizens. It is stipulated that the 
competitor who receives the prize shall publish his essay in book 
form. The essays, which must be written by a single author in 
the English language, should be sent to the Trustees of the 
Samuel D. Gross Prize of the Philadelphia Academy of Surgery, 
care of the College of Physicians, 19 S. 22d St., Philadelphia, 
on or before July 1, 1955. Each essay must be typewritten, 
distinguished by a motto, and accompanied by a sealed envelope 
bearing the same motto, containing the name and address of the 
writer. 


TEXAS 

Rabies in Man.—According to the U. S. Public Health Service, 
the Texas Department of Health recently reported two deaths 
from rabies in Dallas. The victims were children from differ- 
ent localities who had been bitten by dogs about two months 
prior to onset of illness. The dogs were killed before observation 
could be made, and decomposition prevented laboratory exami- 
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nation of their brains. Permission was not granted for an autopsy 
of either child, but the signs, symptoms, and clinical courses 
were typical of rabies. Negri bodies were found in the brains of 
jaboratory mice that had been injected with saliva from one of 
the children. 


VIRGINIA 

personal.—Dr. Samuel S. Richman, chief of the radiological 
service at Veterans Administration Hospital, Richmond, for the 
past eight years, has resigned to assume private practice in radi- 
ology in Greensboro, N. C. 


Narcotic Violation.—Dr. Joseph C. Dunford, 218 New Kirn 
Bidg., Portsmouth, was convicted in the U. S. District Court 
at Norfolk of violating the federal narcotic law. On May 13 
Dr. Dunford was sentenced to a term of five years on each of 
2? counts to run concurrently and was fined $100 on each count. 


WEST VIRGINIA 

State Medical Election.—The West Virginia State Medical As- 
sociation recently elected the following officers: Dr. James P. 
McMullen, Wellsburg, president; Dr. E. Lyle Gage, Bluefield, 
first vice-president; Dr. Seigle W. Parks, Fairmont, second vice- 
president; and Dr. Thomas Maxfield Barber, Charleston, who 
was renamed treasurer. 


Society News.—Dr. Harold H. Howell, Madison, was elected 
president of the West Virginia Tuberculosis and Health Associ- 
ation at the annual meeting in Huntington, Sept. 16 and 17. He 
succeeds Dr. Karl J. Myers, Philippi. Dr. George F. Evans, 
Clarksburg, and Dr. Leo H. Mynes, Charleston, will serve for 
one year on the executive committee. 


GENERAL 

Diabetes Association—Dr. Henry B. Mulholland, assistant 
dean and professor of internal medicine, University of Virginia 
School of Medicine, Charlottesville, and a member of the board 
of directors of the Commission on Chronic Illness, was recently 
elected president of the American Diabetes Association. 


Predoctoral Research Fellowships.—The Life Insurance Medical 
Research Fund invites faculty members to nominate medical 
students who wish to spend a year in research training for 1955- 
1956 predoctoral fellowships. The fellowships are open to those 
who have completed one year or more of work as a medical 
student; stipends are $2,000 to $2,400. Nomination deadline is 
Nov. 30. Further information may be obtained from the Scien- 
tific Director, Life Insurance Medical Research Fund, 345 E. 
46th St., New York 17. 


Anesthesiology Scholarship for Women.—A scholarship in 
anesthesiology has been established at the New England Hos- 
pital, Boston, in which the department is approved for the 
required two year residency training. The scholarship of $2,500 
a year, including full maintenance, will be awarded annually to 
a woman with a degree of doctor of medicine from an approved 
medical school and with a one year approved internship. Both 
diplomas must have been received in the United States. In award- 
ing the scholarship, character, scholastic ability, and the intention 
of qualifying for the American Board of Anesthesiology will be 
taken into consideration. Applications may be made to the 
Executive Director, New England Hospital, Columbus Avenue 
and Dimock Street, Boston 19. 


Society News.—The American Medical Women’s Association 
held the International Review Dinner Nov. 13 at the Dinkler 
Plaza Hotel, Atlanta, Ga. A pictorial and oral review of the 
Medical Women’s International Association Congress at Lake 
Garda, Italy, featured the principal activities of the congress. 
——At its recent annual meeting in Ann Arbor, Mich., the 
American Board of Dermatology and Syphilology elected Dr. 
George M. Lewis, New York, president; Dr. Arthur C. Curtis, 
Ann Arbor, Mich., vice-president; and Dr. Beatrice M. Kesten, 
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New York, secretary-treasurer. Miss Janet Newkirk continues 
as executive secretary, and the office of the board remains at 
129 E. 52nd St., New York 22. 


Summer Research Awards for College Faculty Members.—The 
Lalor Foundation announces a new program for 1955 to include 
20 summer or interim awards to college and university faculty 
members for study and research in which chemistry or physics 
is used to attack problems in any biological science. Each award 
will normally not exceed $900 to single men and women and 
$1,100 to married persons but is subject to circumstances. The 
place of work may be at the faculty member’s own institution 
or elsewhere, as may fit the best interests of the program. The 
foundation is discontinuing its previous program of full-year 
predoctoral and postdoctoral fellowship awards. Inquiries re- 
specting the new faculty summer awards should be directed to 
C. L. Burdick, Ph.D., Director of the Lalor Foundation, 4400 
Lancaster Pike, Wilmington 5, Del. Applications must be filed 
before Jan. 15, 1955. , 


Proposed College of Preventive Medicine.—At a meeting of 
diplomates of the American Board of Preventive Medicine in 
St. Petersburg, Fla., steps were taken to organize an American 
College of Preventive Medicine. The purposes of the college 
will be “to encourage and aid medical colleges in establishing a 
system of teaching and dignifying preventive medicine; to en- 
hance and maintain the interest of physicians in preventive 
medicine; to maintain and advance the highest possible stand- 
ards in preventive medical education, practice, and research; to 
encourage the several schools of public health; to maintain high 
standards in the specialty of preventive medicine; and to promote 
the public welfare in connection with the specialty of public 
health.” It is the declared intent of the college to work “in close 
cooperation and harmony with the American Medical Associa- 
tion, the American Public Health Association, and the American 
Board of Preventive Medicine.” Dr. George Dame, Jacksonville, 
Florida State Department of Health, was elected president. 


Meeting on Improvement of Patient Care.—A regional confer- 
ence on improvement of patient care in the small hospital will 
be held at the Sheraton Hotel, St. Louis, Nov. 28 to 30, under 
the sponsorship of the Catholic Hospital Association of the 
United States and Canada. The Sunday program, “The Medical 
Staff and Administration and Its Relationship to Better Patient 
Care,” will include discussion of medical aspects of good patient 
care, development of workable by-laws for a small hospital, 
winning cooperation of the staff by active participation, proce- 
dures and techniques helpful in reorganization, use of the medi- 
cal audit in the small hospital, and staff problems relating to 
the small hospital. “Nursing Service and Administration and Its 
Relationship to Better Patient Care” will be presented Monday, 
with discussions on what constitutes good patient care, listening 
to the patient’s point of view, trends in nursing service, and 
nursing administrative problems in the small hospital. Tuesday 
will be devoted to “Sound Administrative Practice and Its Rela- 
tionship to Better Patient Care” and will involve such topics as 
setting the pattern. for good patient care, effective policies and 
procedures for the small hospital, maintaining interdepartmental 
and interpersonnel relations, developing personnel through train- 
ing, methods improvement, and working together. 


Medical Research Fellowships—The National Academy of 
Sciences—National Research Council offers fellowships that 
provide special opportunities for advanced study and training in 
fundamental research. The awards are intended for young men 
and women of unusual ability in the early stages of preparation 
for an investigative career and not for those already profession- 
ally established. These fellowships are open to citizens of the 
United States 35 years of age or under. The following fellowships 
are administered or recommended by the council: American 
Cancer Society postdoctoral fellowships in cancer research; 
American Chemical Society Petroleum Research Fund post- 
doctoral fellowships; British American Exchange postdoctoral 
fellowships in cancer research; James Picker Foundation post- 
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doctoral fellowships in radiological research; Lilly Research 
Laboratories postdoctoral fellowships in the medical sciences; 
Lilly Research Laboratories postdoctoral fellowships in the 
natural sciences; Merck senior postdoctoral fellowships in the 
natural sciences; National Research Council postdoctoral fellow- 
ships in the medical sciences; National Tuberculosis Association 
postdoctoral fellowships in tuberculosis; and R. C. A. predoctoral 
fellowships in electronics. The annual basic stipend for post- 
doctoral fellowships is $3,800, with additional allowances for 
dependents. The Merck senior fellowships carry a somewhat 
larger stipend. British American Exchange fellows studying in 
Great Britain receive an annual stipend of £1,500. Applications 
for the academic year 1955-1956 must be postmarked on or 
before Dec. 10. For information, address the Fellowship Office, 
National Research Council, 2101 Constitution Ave., N. W., 
Washington 25, D. C. 


Military Surgeons Meet in Washington.—The Association of 
Military Surgeons of the United States will hold its 61st annual 
convention at the Hotel Statler, Washington, D. C., Nov. 28 to 
Dec. 1 under the presidency of Surgeon General Leonard A. 
Scheele, U. S. Public Health Service. Among the themes of the 
various sessions will be “Surgery of Trauma,” “Chronic Disease,” 
“Preventive Psychiatry,” and “Antiaccident Program.” The ses- 
sions will open Monday at 9:30 a. m. with the presidential 
address, after which papers will be presented by the surgeons 
general and the Veterans Administration medical director. On 
Tuesday afternoon there will be a symposium on virus and 
rickettsial diseases of military importance, with Dr. Joseph E. 
Smadel, chief, department of viral and rickettsial diseases, Army 
Medical Service Graduate School, Washington, D. C., presiding 
and Drs. John C. Snyder, Boston; Albert B. Sabin, Cincinnati; 
and John H. Dingle, Cleveland, collaborating. Wednesday after- 
noon the Women’s Medical Specialist Corps Section will present 
a panel meeting. Dr. H. Van Zile Hyde, chief, division of inter- 
national health, U. S. Public Health Service, Washington, D. C., 
will open the session with “Building Health Defense Frontiers,” 
after which Major Agnes Snyder, WMSC, U. S. Army, chief 
physical therapist, Walter Reed Army Hospital, will serve as 
moderator for the panel discussion “Contribution of Dietetics, 
Physical Therapy, and Occupational Therapy to the Building 
of Health Defense Frontiers.” At the honors night banquet 
Wednesday the Sir Henry Wellcome medal and prize, the Gorgas 
medal, the Stitt award, the McLester award, the Louis Livingston 
Seaman prize, and the Founder’s medal will be presented. 


Campaign to Improve Mental Health.—The initial step in a 
campaign to relieve mental health problems in the South through 
interstate compacts has been concluded, and survey teams have 
finished evaluating resources for training and research in each 
of 16 southern and border states. The survey was recommended 
by the Southern Governors’ Conference last November, and it 
was assisted by a grant from the National Institute of Mental 
Health. A recent conference in Atlanta, sponsored by the 
Southern Regional Education Board, assembled 200 medical \edu- 
cators, state agency directors, mental health experts, legislative 
representatives, and others to study the reports of the survey 
teams and the recommendations of the consultant group. The 
conferees discussed ways of implementing the reports and shap- 
ing recommendations, which were forwarded to a legislative 
work conference in Houston in September. It was recommended 
that a 24-member Mental Health Training and Research Council 
be set up as an integral part of the S. R. E. B. to guide the 
expansion of facilities. According to Dr. Nicholas Hobbs, chair- 
man, division of human development and guidance, George 
Peabody College for Teachers, Nashville, Tenn., and head of 
the S. R. E. B. program, there already exist in Maryland, North 
Carolina, Tennessee, Kentucky, and Louisiana “clusters of 
strength in training and research that should clearly be developed 
into national and even world-wide centers for interdisciplinary 
advancement in the mental health field.” Dr. Robert H. Felix, 
director, National Institute of Mental Health, Bethesda, Md., 
U. S. Public Health Service, described the objectives of the 
Atlanta meeting as “the most exciting promise in this country 
for the future of our mentally ill people.” 


J.A.M.A., Nov. 20, 1954 


CORRECTION 

Renal Papillary Necrosis.—In the article by Goldberg, Shrifte; 
and Saphir in THE JourNAL, Oct. 16, 1954, the serum potassium 
concentration referred to in the third line under the picture op 
page 710, left-hand column, should have been 12 mg. per 100 ¢¢. 
rather than 12 mEq. per liter. 





MEETINGS 





AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami, Fla., Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


NATIONAL MEDICAL PUBLIC RELATIONS CONFERENCE, McAllister Hotel, 
Miami, Fla., Nov. 28. Mr. Leo E. Brown, 535 North Dearborn St., Chi- 
cago 10, Director. 


AMERICAN ACADEMY OF DENTAL MEDICINE, Hotel Statler, New York, 
Dec. 5. Dr. William M. Greenhut, 124 East 84th St., New York 28, 
Secretary. 


AMERICAN ACADEMY OF DERMATOLOGY AND SyPHILOLOGY, Palmer House, 
Chicago, Dec. 4-9. Dr. J. E. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary. 


AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Palmer House, 
Dec. 14. Dr. Paul Hodgkinson, 116 South Michigan Ave., Chicago 3, 
Secretary. 


AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Palmer House, 
Dec. 13-17. Dr. R. Gordon Douglas, 116 South Michigan Ave., Chicago 
3, General Chairman. 


ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 10-11. Dr. C. C. Hare, 710 West 168th 
Street, New York 32, Secretary. 


ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 


ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS, Hotel Wash- 
ington, Washington, D. C., Dec. 6-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CONFERENCE ON MYASTHENIA GRAVIS, University of Pennsylvania School 


of Medicine, Philadelphia, Dec. 8-9. Mrs. Agnes K. Peterson, 2 East 
103rd St., New York 29, Executive Director. 


EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, Hotel Warwick, Philadelphia, Jan. 7. Dr. Benjamin H. 
Shuster, 1824 Pine St., Philadelphia 3, Chairman. 

GERONTOLOGICAL Society, University of Florida, Gainesville, Fla., Dec. 
28-30. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

MEDICAL SocrETy EXECUTIVES CONFERENCE, Everglades Hotel, Miami, Fla., 
Nov. 29. Mr. William H. Bartleson, 3036 Gillham Road, Kansas City 8, 
Mo., Secretary. 


Puerto Rico MEDICAL ASSOCIATION, Santurce, Dec. 8-12. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 


RADIOLOGICAL SOCIETY OF NORTH AMERICA, Biltmore Hotel, Los Angeles, 
Dec. 5-10. Dr. Donald §S, Childs, 713 East Genesee St., Syracuse 2, 
N. Y., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St., Ann Arbor, Governor. 

SOUTHERN SURGICAL ASSOCIATION, Hollywood Beach Hotel, Hollywood, 
Fla., Dec. 7-9. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL SociETy, The Town House, Los Angeles, Jan. 15-16. Dr. Victor 
Goodhill, 2007 Wilshire Blvd., Los Angeles 57, Vice President. 

WESTERN SURGICAL ASSOCIATION, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-4. Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secre- 
tary. 


FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 
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CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLocy, Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23, 1955. For information write: Dr. C. B. Frisby, 
Director, National Institute of Industrial Psychology, 14 Welbeck St., 
London, W. 1, England. 


CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., London, 
W.1, England, Executive Secretary General. 


CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29, 1955, Dr. L. Dejardin, 141, rue Belliard, Brussels, Beigium, 
General Secretary. 

EurOPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, S.W.1, England, Secretary. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 


INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, IlL, U. S. A,, 
Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary-General. 


INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12, 1955. Dr. Bernard N. Halpern, 197 Boulevard St. Germain, 
Paris 7¢, France, Secretary General. 


INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary- 
General. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 
Lausanne, Switzerland, Secretary-General. 


INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 4-10, 
1955. For information write: Dr. Carroll, 28 Weymouth St., London, 
W.1, England. 


INTERNATIONAL CONGRESS OF PLAsTIC SuRGERY, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala, Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary. 


INTERNATIONAL HospitaAL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL SOCIETY OF AUDIOLOGY, Special Congress, Buenos Aires, 
Argentina, S. A., Nov. 26-30, 1954. For information write: Dr. Aldo 
G. Remorino, “% Direccion General de Politica Sanitaria Internacional, 
Paseo Colon 367, 10° Piso, Buenos Aires, Argentina, S. A. 


INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955, Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U. S. A., Secretary-General. 


INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SurGEryY, Henry Ford 
Hospital, Detroit, Michigan, U.S.A., March 17-19, 1955. Dr. Conrad R. 
Lam, 2799 West Grand Boulevard, Detroit 2, Michigan, U.S.A., Chair- 
man of Program Committee. 


INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28, 1955. Dr. Jacques 
Courtois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Sec- 
retary-General. 

Japan Mepicat ConGress, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 

Latin AMERICAN CONGRESS OF PuysicaL MEepicine, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 7ist St., New 
York 21, N. Y., U. S. A., Executive Director. 


MrppLte East MepicaL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24, 1955. Dr. John L. Wilson, Ameri- 
can University of Beirut, Beirut, Lebanon, Chairman, 


NATIONAL CONGRESS OF TUBERCULOSIS AND SILICOSIS, Mexico, D.F., 
Mexico, Jan. 23-29, 1955. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. 
Postal 7267, Mexico, D.F., Mexico, Secretary General. 


NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, Eng- 
land, Secretary. 


PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S, A., Feb. 
11-25, 1955. Dr. Arturo Martinez, 54 East 72nd St., New York 21, 
N. Y., U. S. A., Secretary. 
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PAN AMERICAN CONGRESS OF ENDOCRINOLOGY, Santiago, Chile, S. A., Nov. 
21-27, 1954. Dr. Arturo Atria, Casilla 70-D, Santiago, Chile, S. A., 
Secretary-General. 


Woritp MEeEpicat AssociATION, Vienna, Austria, Sept. 20-26, 1955. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A. 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoarD OF MEDICAL EXAMINERS: Parts I and II in 1955. Feb. 1-2, 
April 19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candi- 
dates may file applications at any time, but the National Board must 
receive them at least six weeks before the date of the examination. New 
candidates should apply by formal registration; registered candidates 
should notify the board by letter and forward their fees. Exec. Sec., 
Dr. John B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New Orleans, Feb. 1-4; 
Philadelphia, May 4-5; Washington, D. C., May 6-7; Portland, Ore., 
Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., Dr. William A. Wer- 
rell, 1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Final date for filing application was Nov. 1. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I, Written Ex- 
amination and Review of Case Histories. Various cities of the United 
States, Canada and military centers outside the continental United 
States, Feb. 4. Final date for filing applications was Oct. 1. Part Il, 
Oral Examination. Chicago, May 12-20. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. New 
York City, Dec. 5-9. Written, 1955. Various cities, Jan. 24-25. Final 
date for filing application was July 1, 1954. Practical examinations, 1955. 
Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 
56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part I. Various locations, 
April. Final date for filing applications is November 30. Part II. Los 
Angeles, Jan. 27-28. Sec. Dr. Harold A. Sofield, 122 South Michigan 
Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 

AMERICAN BOARD OF PATHOLOGY: Miami, Nov. 29-Dec. 1. Sec., Dr. Wil- 
liam B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BoarD OF PEDIATRICS: Written. Selected locations, Jan. 14. 
This is the only written examination which will be given during 1955. 
Oral. New Haven, Dec. 3-5; New Orleans, March 4-6; Detroit, April 
8-10; New York City, June 10-12; Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1. Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 

AMERICAN BOARD OF PLASTIC SURGERY: May, 1955. Final date for filing case 
reports is Jan. 1. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BOARD OF RaDIOLOGy: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination is 
Dec. 1. Those candidates who will complete the required three years’ 
training by June 30, 1955, will be eligible to appear for examination 
in May, and those candidates who will complete their training by Dec. 
31, 1955, will be eligible to appear for examination in the fall. Sec., 
Dr. B. R. Kirklin, 429 First National Bank Bldg., Rochester, Minn. 

AMERICAN BoarD OF SuRGERY: Part I. March 30. Part II. New York City, 
Nov. 11-12; Kansas City, Kan., Dec. 13-14; New Orleans, Jan. 17-18; 
Baltimore, Feb. 14-15; Cincinnati, March 14-15; San Francisco, April 
18-19; Boston, May 16-17; Philadelphia, June 13-14. Sec., Dr. John B. 
Flick, 255 S. Fifteenth St., Philadelphia 2. 

THe Boarp OF THORACIC SURGERY: Written. February. Final date for filing 
applications is Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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Sargent, James Clyde ® Milwaukee; born in Piqua, Ohio, Oct. 3, 
1892; Ohio State University College of Medicine, Columbus, 
1915; in 1917 joined the faculty of Marquette University 
‘School of Medicine, where, from 1919 until his death, he was 
clinical professor and director of the department of urology; 
member of the House of Delegates of the American Medical 
Association from 1938 to 1950, and since 1947 chairman of its 
Council on National Defense; served as vice chairman of the 
Health Resources Advisory Committee of the Office of Defense 
Mobilization; was one of the original members of the American 
Medical Association Council when it was established in 1945 
as the Committee on National Emergency Medical Service; in 
1950 received a Presidential appointment to National Committee 
on the selection of doctors, dentists, and allied specialists ad- 
visory to the Selective Service System; a captain in the U. S. 
Naval Reserve from 1942 to 1945; specialist certified by the 
American Board of Urology; member of the American Uro- 
logical Association and in 1947 president of its North Central 
Section; president of the State Medical Society of Wisconsin in 
1937-1938 and of the Milwaukee County Medical Society in 
1933; member of Phi Gamma Delta and Alpha Kappa Kappa; 
fellow of the American College of Surgeons; recipient of the 
Carnegie Hero Bronze medal and award in 1915 and of the 
Alumni Achievement award of the Ohio State University College 
of Medicine in 1951; urology consultant to the U. S. Naval 
Hospital in Great Lakes, Ill., since 1947 and to Surgeon General 
of the U. S. Navy since 1949; senior consultant in urology for 
the Veterans Administration Hospital in Wood; affiliated with 


St. Joseph’s, Evangelical Deaconess, Milwaukee County Gen-. 


eral, Milwaukee County Dispensary-Emergency, and Johnston 
Emergency hospitals; contributed a chapter, “Injuries of the 
Genital Tract,” to a urology textbook edited by Dr. M. F. 
Campbell; died suddenly in Harper Hospital, Oct. 7, aged 62, 
of acute coronary disease, while in Detroit to attend a sectional 
urologic meeting. 


Reed, Thurlow Weed ® Captain, U. S. Navy, retired, Brewton, 
Ala.; born in Hornell, N. Y., Oct. 6, 1879; University and Belle- 
vue Hospital Medical College, New York, 1903; entered the 
U. S. Navy in September, 1905; served with the Marines at the 
American Legation in Peking, China, and at Vera Cruz; com- 
manding officer of the U. S. Naval Hospital at St. Thomas, 
Virgin Islands, medical aide to the governor, and chief sanitary 
officer of the Virgin Islands, in charge of five municipal hospitals 
there; served in the Philippines; senior medical officer for three 
years of the Naval Operations Base, Norfolk, Va.; commanding 
officer, Naval Hospital, Pensacola, Fla., from 1934 to 1937; 
served on many ships and stations; retired at own request July 1, 
1939; later Eighth Naval District medical officer; since 1950 
health officer of Escambia County; county health officer for 
Santa Rosa-Escambia County, Fla., from 1942 to 1949; taught 
hygiene and sanitation at Pensacola Junior College in Pensacola, 
Fla., 1949-1950; past president of the Escambia County Medical 
Society; on the staff of the McMillan Memorial Hospital; fellow 
of the American College of Surgeons; died Sept. 17, aged 74, 
of coronary thrombosis. 


Kristjanson, Hijorleifur T. © Wauwatosa, Wis.; born in 
Thingeyarsysla, Iceland, March 18, 1876; Rush Medical College, 
Chicago, 1907; certified by the National Board of Medical 
Examiners; past president of the Associated Diplomates of the 
National Board of Medical Examiners; for many years secretary 
of the Milwaukee-Madison Subsidiary Board of the National 
Board of Medical Examiners; member of the Milwaukee Acad- 
emy of Medicine; fellow of the American College of Surgeons; 
past director and treasurer of the Milwaukee County Society of 
the Disabled; on the staff of the Veterans Administration Hospital 
in Wood during World War II; at one time assistant clinical 
professor of surgery at Marquette University School of Medicine 
in Milwaukee, and assistant professor of pathology and bacteri- 





\® Indicates Member of the American Medical Association. 


ology at the Medical School, University of North Dakota, Uni- 
versity; for six years on the staff of the Milwaukee County 
Hospital; at one time assistant superintendent and pathologist 
and bacteriologist at City Hospital, Providence, R. L.; on the 
staff of the Milwaukee Hospital, where he died Sept. 19, aged 78, 
of lobar pneumonia, cerebrovascular accident, and diabetes 
mellitus. 


Roadruck, Roscoe Davis @ Eldridge, Calif.; born in Albion, 
Neb., Nov. 7, 1905; University of Nebraska College of Medicine, 
Omaha, 1933; specialist certified by the American Board of 
Psychiatry and Neurology; member of the American Psychiatric 
Association; served during World War II; formerly affiliated with 
the Veterans Administration Hospital in Saratoga Springs, N. Y., 
Veterans Administration Center in Bath, N. Y., Norfolk (Neb.) 
State Hospital, Langley Porter Clinic in San Francisco, and the 
Norwalk (Calif.) State Hospital; director of clinical services at 
the Sonoma State Hospital; died in Fort Miley Hospital in San 
Francisco Aug. 20, aged 48, of a heart attack. 


Scholz, Roy Philip ® St. Louis; born in St. Louis April 21, 1879. 
Washington University School of Medicine, St. Louis, 1904; an 
Associate Fellow of the American Medical Association; spe- 
cialist certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology and 
Otolaryngology and the American Laryngological, Rhinological, 
and Otological Society; fellow of the American College of Sur- 
geons; affiliated with Incarnate Word, St. Mary’s, and Christian 
hospitals, and with the Evangelical Deaconess Hospital, where 
he died Sept. 25, aged 75, of a heart attack. 


Ascher, John Alfred, Freeport, Ill.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1897; member of the House of Delegates of the Ameri- 
can Medical Association in 1918; formerly practiced in Sparks, 
Nev., where he was city and county health officer; past president 
of the Stephenson County Medical Society; served as mayor of 
Freeport; on the staffs of Deaconess and St. Francis hospitals; 
for many years surgeon for the Southern Pacific Railroad; died 
recently, aged 79, of coronary thrombosis. 


Barrett, Wesley Lee, Whitesville, Ky.; Kentucky School of 
Medicine, Louisville, 1894; died Sept. 29, aged 89, of cardio- 
vascular renal disease. 


Bethea, William Roland @ Jackson, Miss.; University of Nash- 
ville Medical Department, 1905; specialist certified by the 
American Board of Radiology; member of the American Roent- 
gen Ray Society, Radiological Society of North America, and 
the American College of Radiology; served during World War I; 
on the staff of the Mississippi Baptist Hospital; died Aug 24, 
aged 73, of carcinoma of the sigmoid. 


Beyer, Margaret Virginia © Sykesville, Md.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1924; member of the American Psychiatric Associa- 
tion; formerly vice-president of the American Medical Women’s 
Association; specialist certified by the American Board of 
Psychiatry and Neurology; past president of the Carroll County 
Medical Society; for many years clinical director of the Spring- 
field State Hospital; died Sept. 2, aged 63, of carcinoma. 


Bilbro, William Caldwell, Nashville, Tenn.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1918; served on the 
staffs of the St. Thomas and Nashville General hospitals and 
the Vanderbilt University Hospital, where he died Aug. 20, aged 
60, of coronary thrombosis. 

Booth, John Thomson, Ashland, Va.; University College of 
Medicine, Richmond, 1911; formerly member of the state de- 
partment of health; died Aug. 26, aged 71, of heart failure. 
Bradt, George H., Flint, Mich.; Cleveland Medical College, 
Homeopathic, 1892; died in Chelsea July 13, aged 85, of 
bronchopneumonia. 
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purr, Clarence Harvey ® Montpelier, Vt.; Dartmouth Medical 
School, Hanover, N. H., 1898; served as state and city health 
officer; on the staff of the Heaton Hospital; died in Veterans 
Administration Hospital in White River Junction Aug. 10, aged 
79, of arteriosclerosis. 


Codelle, Charles H., New York City; University and Bellevue 
Hospital Medical College, New York, 1929; died in the Beth 
Israel Hospital Aug. 17, aged 49, of cerebral hemorrhage. 


Cole, Ernest R. © Winchester, Ky.; University of Louisville 
Medical Department, 1905; past president and secretary of the 
Clark County Medical Society; served during World War I; 
affiliated with the Clark County Hospital, where he was for 10 
years on the board of directors; died Sept. 26, aged 75, of 
coronary thrombosis. 


Collins, Katharine Richards @ Quitman, Ga.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1893; died Aug. 11, aged 91, of arteriosclerotic heart disease. 


Combs, Nelson Brown @ Mulberry, Ind.; Indiana University 
School of Medicine, Indianapolis, 1929; served during World 
War II; on the staff of St. Elizabeth Hospital, where he died 
Aug. 28, aged 49. 

Conrad, Ernest M. @ Anderson, Ind.; Medical College of 
Indiana, Indianapolis, 1897; past president of the Eighth District 
Medical Society; served as president of the Madison County 
Tuberculosis Association; for many years associated with the 
board of health in Anderson; on the staff of St. John’s Hospital; 
died July 31, aged 84, of injuries received in an automobile 
accident. 

Copeland, Herman P., Chestertown, Md.; University College of 
Medicine, Richmond, 1901; died May 16, aged 84, of acute 
coronary occlusion. 


Costello, Edmund Aloysius, Wilkes-Barre, Pa.; Maryland Medi- 
cal College, Baltimore, 1912; on the staff of the Mercy Hospital; 
died Sept. 5, aged 69, of chronic myocarditis and arterio- 
sclerosis. 

Creamer, Frank Harrison ® Boone, Iowa; State University of 
lowa College of Medicine, Iowa City, 1908; formerly associated 
with the Indian Service; died in the State University of Iowa 
Hospital in Iowa City, Aug. 14, aged 68, of cancer of the bladder 
with metastasis to the lungs. 

Cutright, Ralph G. © Buckhannon, W. Va. (licensed in West 
Virginia in 1899); died in the Elizabeth Coplin Leonard Me- 
morial Hospital Aug. 15, aged 83, of cerebral hemorrhage. 


Dawson, James O., Richmond, Va.; Leonard Medical School, 
Raleigh, N. C., 1907; died July 14, aged 71, of arteriosclerosis. 


Donehoo, Clarence Andrew, Marietta, Ga.; Atlanta School of 
Medicine, 1912; died Aug. 16, aged 62, of coronary occlusion. 


Douglass, Thomas Carter © Chicago; Northwestern University 
Medical School, Chicago, 1935; associate professor of surgery 
at his alma mater; specialist certified by the American Board of 
Surgery; fellow of the American College of Surgeons; served 
during World War II; on the staff of the Passavant Memorial 
Hospital, where he died Oct. 9, aged 46, of myocardial infarction. 


Dunlap, David Lewis, Pontiac, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1906; died 
July 9, aged 76, of myocarditis. 

Edwards, James Thomas, St. Louis; University of West Tennessee 


College of Medicine and Surgery, Memphis, 1914; affiliated with 
Peoples Hospital; died July 13, aged 70, of cerebral hemorrhage. 


Enos, Edward William @ Alton, Ill.; Hering Medical College, 
Chicago, 1910; physician for the Owens-Illinois Glass Company 
for many years; member of the Industrial Medical Association; 
affiliated with Alton Memorial Hospital, where he was past 
president of the medical staff; died in St. Joseph’s Hospital 
Sept. 27, aged 69, of heart disease. 


Erdman, Mary Greenwald, Tenafly, N. J.; Woman’s Medical 


College of Pennsylvania, Philadelphia, 1892; died in Englewood 
(N. J.) Hospital Aug. 25, aged 86, of arteriosclerosis and 
aneurysm of the aorta. 
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Gallo, Peter Angelo ® Brooklyn; New York Homeopathic 
Medical College and Flower Hospital, New York, 1933; on the 
staff of the Lutheran Hospital and the Methodist Hospital, where 
he died Sept. 21, aged 46, of bronchopneumonia and duodenal 
ulcer. 


Gillham, Frank W. © Jefferson City, Mo.; Homeopathic Medical 
College of Missouri, St. Louis, 1899; member of the American 
Academy of General Practice; died in St. Mary’s Hospital Aug. 
31, aged 78. 


Goodwin, Frank Gillespie ® Raymond, Miss.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1889; 
died Sept. 25, aged 89. 


Gosin, Donne Francis © Green Bay, Wis.; Northwestern Univer- 
sity Medical School, Chicago, 1910; died in the University 
Hospital, Minneapolis, Aug. 26, aged 70. 


Graham, James Robert @ Clarksville, Ark.; University of 
Nebraska College of Medicine, Omaha, 1903; member of the 
Nebraska State Medical Association; died in Sioux City, Iowa, 
Sept. 26, aged 75, of carcinoma of the bladder. 


Griffith, Jesse Brinker @ Pittsburgh; Harvard Medical School, 
Boston, 1919; specialist certified by the American Board of 
Orthopaedic Surgery; member of the American Academy of 
Orthopaedic Surgeons; served during World War II; formerly 
instructor in orthopedic surgery at the University of Pittsburgh 
School of Medicine; affiliated with Pittsburgh and Western 
Pennsylvania hospitals; died July 12, aged 60. 


Grigg, Arthur @ Saginaw, Mich.; Bellevue Hospital Medical 
College, New York, 1894; served on the facuity of the Saginaw 
Medical College; affiliated with the Saginaw General Hospital; 
died July 23, aged 83, of coronary thrombosis. 


Guertin, Joseph A. @ Kankakee, Ill.; Rush Medical College, 
Chicago, 1900; served as city health officer; on the staff of St. 
Mary’s Hospital, where he died Sept. 18, aged 82, of transection 
of the spinal cord and pulmonary embolism, secondary to injury 
received in a fall. 


Hairston, William George © Birmingham, Ala.; Maryland Medi- 
cal College, Baltimore, 1904; for many years physician for 
American Cast Iron Pipe Company; died in South Highlands 
Infirmary Sept. 12, aged 70, of arteriosclerotic heart disease. 


Harris, Lofton Howell, Evansville, Ind.; Medical College of 
Virginia, Richmond, 1942; specialist certified by the American 
Board of Surgery; served during World War II; chief surgeon 
at the Boehne Hospital, where he died Sept. 18, aged 36, from 
injuries received in an automobile accident. 


Hart, Aden Cavins @ San Francisco; Cooper Medical College, 
San Francisco, 1891; fellow of the American College of Sur- 
geons; for many years practiced in Sacramento, where he was 
one of the founders of the Sutter Hospital; died Aug. 27, aged 86. 


Hereford, Will Delafield © Huntington, W. Va.; Baltimore 
Medical College, 1903; fellow of the American College of 
Physicians; died in Mercy Hospital, Portsmouth, Ohio, July 17, 
aged 74. 


Hess, Louis Elmore @ Absecon, N. J.; Temple University School 
of Medicine, Philadelphia, 1923; died Sept. 1, aged 62, of car- 
cinoma of the lung. 


Hipke, Gustav A. ® Milwaukee; College of Physicians and Sur- 
geons, Chicago, 1890; formerly on the faculty of Marquette 
University School of Medicine; an Associate Fellow of the 
American Medical Association; died in St. Joseph’s Hospital 
Aug. 24, aged 86, of hypoplastic anemia. 


Hobart, Richard Townley ® Upper Montclair, N. J.; Columbia 
University College of Physicians and Surgeons, New York, 1922; 
affiliated with Overbrook Hospital in Cedar Grove; on the staff 
of the Mountainside Hospital, where he died Sept. 18, aged 60, 
of hypertension, uremia, and cerebral thrombosis. 


Huber, Melvin Joseph @ St. Louis; St. Louis University School 
of Medicine, 1933; senior instructor in internal medicine at his 
alma mater; affiliated with St. Mary’s Group of Hospitals and 
St. Louis City Hospital; died in St. Mary’s Hospital Sept. 26, 
aged 44, of cerebral hemorrhage. 
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Hunter, Francis Tennery ® Boston; Harvard Medical School, 
Boston, 1924; certified by the National Board of Medical 
Examiners; served during World Wars I and II; director of the 
Baker Laboratory of the Massachusetts General Hospital; a 
trustee of the Boston Medical Library; author of “Laboratory 
Manual of the Massachusetts General Hospital” and “The 
Quantitation of Mixtures of Hemoglobin Derivatives by Photo- 
electric Spectrophotometry”; died Sept. 7, aged 57, of hyper- 
tensive heart disease. 


Jesgar, William ® St. Louis; St. Louis University School of 
Medicine, 1936; member of the American Academy of General 
Practice; served during World War II; died in the Faith Hospital 
Aug. 12, aged 45, of acute monocytic leukemia. 


Kamp, Byron A. ® Albert Lea, Minn.; Drake University Medical 
Department, Des Moines, Iowa, 1909; died July 18, aged 71. 


Keet, Ernest Ellsworth © Jamaica, N. Y.; Cornell University 
Medical College, New York, 1907; fellow of the American 
College of Physicians; served on the staffs of the Jamaica and 
Queens General hospitals; died Oct. 5, aged 70, of probable 
coronary thrombosis. 


Keeton, John T. © Clifton, Tenn.; (licensed in Tennessee in 
1909); on the staff of the Hardin County Hospital in Savannah; 
died in Mid-State Baptist Hospital, Nashville, Sept. 6, aged 71, 
of carcinoma of the rectum. 


Kiley, William Earl, Milwaukee; Rush Medical College, Chicago, 
1920; on the staff of the Columbia Hospital, where he died 
July 21, aged 58, of postoperative abdominal hemorrhage, 
coronary sclerosis, and hypostatic pneumonia. 


Kilman, Joseph Ray © Temple, Texas; Tulane University of 
Louisiana School of Medicine, New Orleans, 1928; specialist 
certified by the American Board of Urology; member of the 
American Urological Association; served during World War II; 
for many years on the staff of the Scott and White Memorial 
Hospitals; died Sept. 8, aged 49. 


Lane, Arthur Garfield, St. Petersburg, Fla.; University of Buffalo 
School of Medicine, 1904; member of the American Psychiatric 
Association; died July 20, aged 73, of pulmonary fibrosis. 


Lorenz, Matthias E. ® Chicago; College of Physicians and 
Surgeons of Chicago, 1894; died Oct. 6, aged 84. 


McAdam, James Daniel’ ® Salisbury, Mo.; Missouri Medical 
College, St. Louis, 1881; died July 18, aged 96. 


McCormick, Philip Stanislaus ® Yonkers, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1904; served as 
health officer of Yonkers; for six years medical director of the 
city public schools; surgeon of the city police department from 
1922 to 1944; consultant on the staff of the Yonkers General 
Hospital; died Sept. 29, aged 74, of coronary occlusion. 


Mack, Walter Hill, Detroit; Detroit College of Medicine and 
Surgery, 1933; died in the Wayne Diagnostic Hospital July 15, 
aged 49, of chronic glomerulonephritis. 


Manary, James Wescott, Boston; Tufts College Medical School, 
Boston, 1908; member of the American College of Hospital Ad- 
ministration; for many years medical director and superintendent 
of the Boston City Hospital; died Sept. 15, aged 70. 


Martin, Harry Thurman, Ashland, Ohio; Eclectic Medical Col- 
lege, Cincinnati, 1916; died in the Samaritan Hospital July 23, 
aged 65, of adenocarcinoma of the stomach with metastases. 


Mehler, Carl Joseph @ Pittsburgh; Western Pennsylvania Medi- 
cal College, Pittsburgh, 1906; served as a medical consultant of 
the Veterans Administration regional office; on the staff of the 
Shadyside Hospital; died in Mercy Hospital Sept. 11, aged 71. 
Meiklejohn, David Vinton © Fond du Lac, Wis.; Rush Medical 
College, Chicago, 1895; died recently, aged 83, of myocardial 
degeneration and arteriosclerosis. 


Miller, George Edmund ® St. Petersburg, Fla.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1907; 
examiner on draft boards during World Wars I and II; past 
president of the Pinellas County Medical Society; died in 
Alexandria Bay, N. Y., July 14, aged 74, of cerebral arterio- 
sclerosis. 
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Norris, Earle Rea, Orange City, Ore.; College of Physicians and 
Surgeons of San Francisco, 1914; veteran of the Spanish-Amerj. 
can War; died in the Veterans Administration Hospital, Portland 
Aug. 29, aged 75, of cancer. ‘ 


Paine, Charles Herman Sr. ® Atlanta, Ga.; Atlanta College of 
Physicians and Surgeons, 1911; formerly assistant professor of 
clinical medicine at Emory University School of Medicine; dieq 
Sept. 4, aged 67, of cardiac arrest. 


Pendexter, Ralph Stevens ® Old Greenwich, Conn.; Hahnemann 
Medical College and Hospital of Philadelphia, 1918; member 
of the Medical Society of the District of Columbia and the 
American Academy of Ophthalmology and Otolaryngology; 
specialist certified by the American Board of Ophthalmology, 
formerly affiliated with the Episcopal Eye, Ear, and Throat 
Hospital in Washington, D. C.; died Sept. 29, aged 75. 


Rynne, James Patrick ® Chicago; Loyola University School of 
Medicine, Chicago, 1943; for many years on the staff of the 
Little Company of Mary Hospital in Evergreen Park, IIl., where 
he died Sept. 29, aged 36. 


Speyer, Siegfried © St. Petersburg, Fla.; Universitit Heidelberg 
Medizinische Fakultat, Baden, Germany, 1910; member of the 
Medical Society of the District of Columbia; died Sept. 28, aged 
67, of a heart attack. 


Steele, Bruce Petriken, McVeytown, Pa.; Medico-Chirurgical 
College of Philadelphia, 1898; served during World War 1; bank 
president; died July 2, aged 86. 


Stein, Herbert Edward ® New York City; Cornell University 
Medical College, New York, 1905; fellow of the American 
College of Surgeons; associated with the Hospital for Joint 
Diseases; died in the White Plains (N. Y.) Hospital Aug. 22, 
aged 71, of septicemia. 


Steward, Guss Byron ® Coolidge, Ariz.; St. Louis University 
School of Medicine, 1920; died June 21, aged 61, of coronary 
disease. 


Stickles, Lloyd C. ® Newark, N. J.; Columbia University College 
of Physicians and Surgeons, New York, 1913; affiliated with 
Clara Maas Memorial Hospital and with the Hospital of St. 
Barnabas and for Women and Children, where he died Sept. 3, 
aged 68, of cirrhosis of the liver. 


Stockton, Andrew Benton ® Kentfield, Calif.; Stanford Univer- 
sity School of Medicine, San Francisco, 1928; assistant clinical 
professor of medicine at his alma mater; fellow of the American 
College of Physicians; served during World War II; on the visit- 
ing staff of French, St. Mary’s Help, Notre Dame, and St. Mary’s 
hospitals; died Sept. 7, aged 54, of carcinoma of the esophagus. 


Tamari, Marvin James © Chicago; Medizinische Fakultit der 
Universitat, Vienna, Austria, 1925; specialist certified by the 
American Board of Otolaryngology; professor of otolaryngology 
at the University of Illinois College of Medicine; affiliated with 
Michael Reese and St. Joseph’s hospitals and the Illinois Eye and 
Ear Infirmary; died Oct. 11, aged 60. 


Tompkins, Thomas Swann, St. Albans, W. Va.; University of 
Maryland School of Medicine, Baltimore, 1901; died Oct. 1, 
aged 79, of cerebral hemorrhage. 


Tymeson, Walter Roberts, Orange, N. J.; Baltimore Medical 
College, 1908; attached to the British Army Medical Corps 
during World War I; for many years on the staffs of the New 
Jersey Orthopedic Hospital and Orange Memorial Hospital; 
died Sept. 27, aged 69, of coronary disease. 


Ursich, Joseph Edward @ La Grange Park, III.; Northwestern 
University Medical School, Chicago, 1921; served on the staff 
of St. Anthony de Padua Hospital in Chicago; died in Joliet 
Sept. 24, aged 59, of chronic myocarditis and coronary disease. 


Vandover, Samuel T., St. Louis; Beaumont Hospital Medical 
College, St. Louis, 1901; formerly police surgeon; for many years 
chief surgeon for the Terminal Railroad Association; on the 
staffs of the Lutheran Hospital and the Incarnate Word Hospital, 
where he died Sept. 6, aged 84, of arteriosclerotic heart disease. 


Waterson, Roy Smith, Niles, Mich.; Chicago College of Medicine 
and Surgery, 1907; died Sept. 8, aged 74. 
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ENGLAND 


Atomic Energy.—On Aug. 1, 1954, the United Kingdom Atomic 
Energy Authority took over responsibility for atomic research 
and development from the Department of Atomic Energy trans- 
ferred from the Ministry of Supply. The latter will still be re- 
sponsible for the provision of atomic weapons for the services. 
“Dimple” (Deuterium Moderated Pile, Low Energy), Britain’s 
first heavy water reactor, built at the Atomic Energy Research 
Fstablishment, Harwell, is now in operation. It is a low-powered 
thermal neutron research reactor. The heavy water moderator, 
which slows down the atomic particle speeds, is contained in a 
tank surrounded by a graphite neutron reflector. The reactor fuel 
is submerged in heavy water. “Dimple” will be a valuabl2 tool 
in the design of power-producing reactors. It will be used to 
carry out experimental work for E443, the new and more power- 
ful heavy water reactor built at Harwell. 

The second radioisotope conference, sponsored by the Atomic 
Energy Research Establishment was held at Oxford in July. 
Nearly 800 scientists from 28 countries attended. Work on bis- 
muth 206, a new isotope with therapeutic applications, was 
described by workers from Amsterdam. The object was to find 
a source of ionizing radiations for treating tumors not suitable 
for operation, external irradiation, or radium needles. The 
isotope should therefore have the properties of radium without 
the beta rays, which cause necrosis, and be capable of remain- 
ing in position in the body for a sufficient length of time. Bi 
206 was produced in the Philips cyclotron by bombarding lead 
with deuterons. It has a life of 6.4 days and is prepared for 
therapeutic use by adsorption on a 5% charcoal suspension. 
The tumor can be infiltrated with this. Diseases of the reticulo- 
endothelial system might be treated by giving the preparation 
intravenously. 

Another paper described the preparation of compounds 
labeled with H® (tritium) for biochemical research. Tritium 
labeled hexestrol was prepared from dienestrol with palladium 
as a catalyst. Estrogens affect anterior pituitary secretion, and 
there is some evidence that the secretion is also controlled by 
the hypothalamus. It was therefore thought desirable to know 
whether estrogens acted on the pituitary by accumulating in 
the hypothalamus. Preliminary experiments with labeled hex- 
estrol suggested that the effect of estrogen on the pituitary was 
not through its accumulation in the gland or in the hypo- 
thalamus. An attempt was also made to follow the general 
metabolism of hexestrol in the body. Its excretion differs from 
that of stilbestrol, more being excreted in the urine than in the 
feces. 

The French Atomic Energy Commissariat described the syn- 
thesis of some C14 labeled compounds, including isoniazid, 
glutamic acid, and proline. Workers at the National Institute 
of Medical Research, Mill Hill, London, described the bio- 
synthesis of radioactive benzyl penicillin, by adding cystine 
derivatives labeled with C1* and S*5 to the fermentation liquor 
containing Penicillium notatum. Another contribution from the 
institute described the preparation of high specific activity rabbit 
fibrinogen, albumin, and normal and antibody globulins with 
algal proteins labeled with C14. The elimination of these pro- 
teins from plasma and lymph was observed for several weeks 
after intravenous administration to rabbits. All proteins had the 
same distribution ratio between lymph and plasma. Albumin and 
alpha and beta globulins were eliminated at the same exponential 
rate, while fibrinogen was eliminated more rapidly. It was also 
shown that algal protein labeled with C14 is of value in in- 
vestigating amino acid metabolism and erythropoiesis. 


Selection of Medical Students.—Dr. P. W. Nathan discussing 
the selection of future physicians (Lancet 2:407, 1954) says that 
those who have to choose the best material from the large num- 
ber of candidates applying for entry to the medical schools 
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probably rely on their ability to judge character and on a mental 
picture of a perfect physician, capable of being a general prac- 
titioner, pathologist, surgeon, physician, biochemist, or health 
officer. Nathan examined the characteristics and personalities 
of 133 neurologists. It is assumed that if these same men pre- 
sented themselves at one of our modern medical schools as 
unknown candidates they ought to be accepted. The school 
career is always scrutinized. Yet Cajal, Clarke, von Monakov, 
and Weir Mitchell had poor school records. Charcot, Marie, 
Claude Bernard, Vulpian, Purkinje, Brown-Sequard, and Bech- 
terev were not interested in medicine originally and might have 
been rejected today on that score. In Britain the student selector 
usually wants to know how good a student is at games and 
whether he is a good mixer. Golgi, Friederich, Erb, Wernicke, 
Hughlings Jackson, Landouzy, and Flechsig would not have 
come out well if questioned on these points. Conceited young 
men do not give a good impression at interviews, yet Cajal, 
Mingazzini, and Hitzig had this characteristic. Politically 
minded students, particularly if they lean toward the left, are 
not popular in certain countries. Sir Victor Horsley, Forel, Vir- 
chow, and Barany might have been refused admission to medi- 
cal school today because of their interest in politics. It takes 
all sorts of persons to make physicians, but one characteristic is 
found over and over again in famous medical men. They all 
had abundant energy, were capable of unlimited hard work, 
and did not necessarily use their energies in medical activities 
only. Student selectors should therefore endeavor to discover 
the candidate living a full and energetic life and to reject those 
who are lazy. 

Dr. R. W. Parnell has examined the somatotype distributions 
of men at two Oxford colleges and related them to scholastic 
ability (Brit. M. J. 2:491, 1954). Scholastic ability was judged 
by academic awards won by the students and their positions 
in the final examinations. Those students who played games and 
obtained a first class degree were of the muscular type. First 
class honors students were mainly endomorphic ectomorphs; 
the fewest of such honors. were obtained by mesomorphic 
ectomorphs. The second class honors students were mainly 
mesomorphs. Third class honors students were largely ecto- 
morphic endomorphs. Ectomorphs (tall, thin type) were found 
to enjoy the widest range of possibilities. Doctors of philosophy 
in scientific subjects showed a significant tendency to be central 
ectomorphic mesomorphs. Parnell believes that these principles 
could be applied by university authorities to select suitable stu- 
dents for university education. Owing to the increased birth rate 
from 1944 to 1948 prospective candidates for university edu- 
cation will increase during the next 10 years. As 70% of stu- 
dents receive grants from state or public funds and as current 
methods of selection are notoriously unreliable, somatotyping 
might be an aid to student selection. As yet there are no signs 
that intelligence and psychological tests are likely to produce 
an easy answer to this problem. A combination of somatotyp- 
ing, intelligence tests, and study of records at school, in industry, 
and in the armed forces might be more useful than existing 
methods. 


Chlorpromazine in Psychiatry.—Chlorpromazine (10-[y-diethyl- 
aminopropy]]-2-chlorophenothiazine hydrochloride) acts as a de- 
pressant of neuronic activity at the cortical and hypothalamic 
levels and has been shown to enhance the action of most narcotics 
and anesthetics. Its central action suggested its use in psychiatric 
conditions. Prof. J. Elkes and Dr. Charmain Elkes of Birming- 
ham have investigated the effect of the drug on the behavior of 
chronically overactive psychotic patients (Brit. M. J. 2:560, 
1954). From a well-designed trial in which every patient was 
made to serve as his or her own control, these workers concluded 
that chlorpromazine is of definite value in such patients. Their 
clinical material consisted of 12 men and 15 women from the 
closed wards of a mental hospital. These patients, suffering from 
schizophrenia, paranoid conditions, hypomania, melancholia, 
and senile dementia, were chosen because of their overactivity, 






| 















































isnthhiolihis Detar teieinoeees aie one Nee oe 


ba Carinae werent achsbaghe OP 





ee 








; 
a 
hae 
im 
i “t 
= 


TREE NRA 0 A AeA htt: REI I py pe ne he le eee 


1188 FOREIGN LETTERS 


which made them a persistent and difficult nursing problem, 
rather than by their diagnostic label. The patients were treated 
for six weeks with 150 mg. of chlorpromazine daily and for 
six weeks with control tablets. After several such alternating 
treatments were given 18 of the 27 patients became quieter, less 
tense, and less disturbed by their hallucinations and delusions. 
The patients’ eating, sleeping, and social habits showed a 
change for the better. The results are not dramatic and were 
only noticed after three to six weeks of treatment. The funda- 
mental psychotic symptoms were not changed in quality, the 
treatment producing a purely symptomatic effect. The authors 
concluded that chlorpromazine may have a place in the man- 
agement of the chronically overactive psychotic patient. 

Garmany, May, and Folkson of London gave the drug to 29 
psychoneurotic patients in doses of from 25 mg. to 75 mg. three 
times a day (Brit. M. J. 2:439, 1954). They noted that only 
patients with tension and psychoneurotic pain were relieved. 
Those with obsessional, depressive, hysterical, or phobic symp- 
toms were little benefited. 

Both these groups of workers noted side-effects in some pa- 
tients receiving the drug. Pyrexia, sweating, nausea, disturbance 
of liver function, jaundice, and slight transient changes in the 
erythrocytes were recorded in some of the patients. The symp- 
toms were rarely severe enough to necessitate stopping the treat- 
ment. 

The effect of insulin and chlorpromazine combined as a means 
of therapy was studied in 31 psychiatric patients by Lancester 
and Jones at the Deva Hospital in Liverpool (Brit. M. J. 2:565, 
1954). The dose of chlorpromazine was 50 mg. three times a 
day. It did not influence the action of insulin on the blood sugar. 
Used in combination with insulin it was useful in controlling 
refractory excited patients and was also of value in making more 
manageable patients who became excited during insulin coma 
treatment. There was such a marked diminution in restlessness 
and excitement that schizophrenic patients who were previously 
unmanageable and had to have their treatment discontinued were 
able to have their full course of insulin comas. 


Medical Recruitment.—The total number of physicians in the 
British Medical Register is now 83,090; of which 73,003 are 
in the British Isles, 8,289 are in the Commonwealth, and 1,798 
are abroad. The figure is higher by nearly 4,500 than the aver- 
age of the last 10 years, although lower than that for 1953 
because of the temporary decline in registration in that year 
after the passing of the Medical Act in 1950, which stipulates 
that all newly qualified physicians must serve as interns for a 
year before full registration. In 20 years the number of regis- 
tered physicians has increased by almost 50%; in 1934 the figure 
was 57,496. Removals from the register for professional or 
other forms of misconduct average less than three a year. The 
number of registered medical students in the year 1953-1954 
was 2,512. In England these students are trained at 22 teach- 
ing hospitals. Hospitals are not designated as teaching hospitals 
in Scotland; they all come under the control of the five regional 
Scottish hospital boards, and provision is made for inclusion 
on the boards of management of nominees of the university on 
which the region is based. In 1953, 1,801 students passed the 
final qualifying examination and 1,078 failed, a rejection rate 
of 37%. The highest percentage of students passing in medicine 
was in the University of Wales (93%), in surgery in the Uni- 
versity of Manchester (92%), and in obstetrics in the University 
of Dublin (89%). The highest percentage of students passing 
in anatomy and physiology was in the University of Sheffield 
(92% and 84% respectively). In the London University exami- 
nations pathology was the subject with the lowest failure rate 
(17%) and materia medica was that with the highest (42%). 

It may be optimistic to assume that the 2,500 entrants to the 
medical profession this year will all find satisfactory employ- 
ment after qualification. Since the war the number of physicians 
in Britain has increased by 20,000, an expansion of about 33%. 
If the present rate of entry continues and the population in- 
crease follows its present trend, there will be one physician to 
about 800 people in six years, compared with one to 900 at 
present. By the 1960’s there may be a surplus of medical man- 
power unless the entry into medicine is restricted. The British 
Medical Association has requested that the Minister of Health 
set up a committee to study the problem. Opportunities in the 
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Colonies and overseas are fewer than they used to be, and Open. 
ings in the National Health Service are fewer than were antic. 
pated. The ratio of one physician to 900 patients is higher thay 
that prevailing in the United States. 


New Standards for Lead Content of Food.—The Food Standarq; 
Committee of the Ministry of Food has submitted a report jp 
which it recommends new limits for the lead content of food; 
The daily intake of lead by a normal person is put at about 04 
mg.; the amount ingested would be much greater for a heavy 
drinker or lead worker. As between 1 and 2 mg. of lead can be 
ingested daily without toxic effect, and the consumption of 2 jp, 
(0.9 kg.) of food containing 1 ppm would contribute 0.9 mg, “i 
is clear the limits of contamination of foods and beverages mus, 
be kept very low if the safety limit is not to be exceeded.” 
The limit recommended for soft drinks in the “ready-to-drink” 
category is 0.2 ppm. For brandy, gin, rum, and whisky the limi 
is 0.5 ppm. A higher limit of 1 ppm is recommended for wines, 
liqueurs, beer, and cider. In the case of beer and cider the main 
source of contamination is lead pipes and lead containers, and jt 
is recommended that the use of these should be stopped as soon 
as possible. The use of lead arsenate for fruit spraying is another 
source of contamination in the case of cider. In the case of both 
beer and cider it is considered that, with the cooperation of brew.- 
ers and cider makers, which is being freely given, it should soon 
be possible to reduce the limit to 0.5 ppm. Discussions have also 
taken place with the wine industry, and, as a result of investiga- 
tions that are being made, it is considered that it should not be 
long before the upper limit here can also be reduced to 0.5 ppm. 
Some of the other recommended limits are 0.5 ppm for edible 
fats and oils and refined white sugar; 1 ppm for ice cream and 
popsicles; 5 ppm for canned meats and fish; and 10 ppm for tea, 
dried herbs, and spices. For solid pectin a limit of 50 ppm is 
recommended (10 ppm for liquid pectin). It is feared that at pres- 
ent the use of pectin in the manufacture of certain jams may pro- 
duce in itself a lead concentration of 1 ppm, and it is hoped that 
“in due course it will be possible to make a substantial reduction 
in the lead limits of apple pectins.” Although before the last war 
contamination of tea of up to 50 ppm was encountered, the use 
of aluminum for packing has greatly reduced this amount. There 
should be no difficulty in keeping within a limit of 10 ppm, which 
would normally represent less than 0.15 ppm in the infusion. 


Trades Union Congress.—Ai the recent annual Trades Union 
Congress at Brighton several matters connected with health were 
discussed. One member made a plea for the removal of the stigma 
of certification of mental patients, and another told the congress 
he thinks there is a tendency among medical authorities to take 
the view that treatment should go to those who are of economic 
benefit to the country, thus to some extent overlooking the needs 
of older persons. One of the problems is that even when geriatric 
units are functioning efficiently there are not enough homes for 
older persons. The congress accepted a resolution by Dr. D. G. 
Evans of London and the Medical Practitioners Union asking the 
government to bring the contents of first-aid boxes in line with 
modern medical practice and requirements. It asked for the reg- 
ular inspection of first-aid boxes by competent inspectors holding 
an approved certificate. There are roughly 700,000 accidents at 
work every year, and in many cases there is no provision for 
first aid. Another suggestion was that the ambulance service 
should be coordinated nationally. 

A resolution complaining of the present method of appointing 
members of regional hospital boards was submitted by the Na- 
tional Union of Public Employees. The resolution contended 
that the selection by the Ministry of Health of such boards with- 
out election of members was contrary to democratic principles. 
Moving the resolution, the general secretary of the union said, 
“I am a fervent believer in nationalization, but central govern- 
ment should not take on duties which local authorities can per- 
form more effectively.” Mr. B. Smith of the Association of Sci- 
entific Workers, opposing the resolution, said that the suggestion 
that the National Health Service should be broken up and trans- 
ferred to local authorities was contrary to the idea of a national 
health service and was a retrograde step. On behalf of the Gen- 
eral Council, the congress was asked to reject the resolution. 
The resolution was defeated. 
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Marriage and Fertility —The Registrar General's Statistical Re- 
view for 1952, which has just been published, shows that there 
were 349,308 marriages in 1952, a marriage rate of 15.8 persons 
marrying per 1,000 population. The most popular age for mar- 
riage was 23 for men and 21 for women. There has been a further 
increase in the proportion of register office (i. e., civil) marriages. 
Thus, in 1952, of every 1,000 marriages 306 took place in register 
offices, 496 in churches or chapels of the Church of England and 
the Church of Wales, and 94 in Roman Catholic churches. The 
comparable figures for 1934 were 284, 535, and 65, and in 1844 
they were 26, 907, and 17. The number of new divorce petitions 
filed was 34,557 (38,382 in 1951), and the number of decrees 
made absolute was 33,922. Of these, 3,227 related to marriages 
of less than 5 years’ duration and 7,260 to marriages of 20 years’ 
duration or longer. In 10,995 cases there were no children of the 
marriages; in 296 there were seven or more children. The most 
frequent causes for petitions for divorce were desertion (15,870 
cases) and adultery (13,010 cases). 

There were 673,735 live births during the year, a birth rate of 
15.3 per thousand population. There were 32,549 illegitimate live 
births, i. e., 4.8% of total live births. The stillbirth rate remained 
steady at 23 per 1,000 total births, and the infant mortality rate 
fell to 28. There were 8,590 confinements resulting in multiple 
births, of which 64 were of triplets and one of quadruplets. An 
analysis of the sizes of families of women aged 45, which were 
therefore virtually complete, showed that for women who had 
been married under 20 years of age there were on an average 
3.67 children, compared with 1.24 for those married between the 
ages of 30 and 34 years. Examination of the 1952 death records 
of married women showed that 17.7 died without having borne a 
child. 


Age and the Intervertebral Disk.—Degenerative changes begin 


to occur in the intervertebral disk in the third decade of life. 
Naylor and his collaborators have investigated the physico- 
chemical changes that occur with age in the collagenous structure 
of the disk (Brit. M. J. 2:570, 1954). From x-ray diffraction 
photographs of dried human intervertebral disks removed at 
autopsy or operation they showed that with advancing age the 
collagen of the nucleus pulposus degenerates and loses its gel 
structure until crystallization and fibrillation is reached in the 
disks of elderly persons. They suggested that this process occurs 
in relation to the absorption of the mucopolysaccharide of the 
nucleus. The collagen of the annulus fibrosus appeared to undergo 
similar changes, the fibrils being laid down in a uniaxial arrange- 
ment. The loss of gel structure in collagen is associated with 
impaired elasticity and hence with loss of normal physiological 
function, with secondary effects on the associated spinal joints, 
particularly impaired mobility. The authors conclude that the 
elasticity and efficient function of the intervertebral disk depend 
on at least two major factors: the gel properties of the nucleus 
pulposus and the elasticity of the annulus fibrosus. The nucleus 
should be readily deformed but incompressible and so convert 
any vertical pressure into a horizontal and radial thrust on the 
annulus, which must act as an elastic ring to dissipate the force 
applied. This is possible only because of the arrangement of the 
collagen fibers in their surrounding matrix, which is flexible 
enough to allow the fibrils to show their elasticity due to changes 
in orientation. The x-ray diffraction photographs showed that 
with advancing age, beginning at the third decade, there are 
changes in the collagen structure of both nucleus pulposus and 
annulus fibrosus that affect both the above factors. 


Mental Hospital Beds Vacant.—The shortage of nurses in mental 
hospitals remains serious according to the annual report of the 
Board of Control. During 1953 a total of 1,099 beds could not 
be used for that reason. A decline in the number of student nurses 
was disquieting. The number of patients in mental hospitals in- 
creased by 2,096 during 1953 to 139,135. This was higher than 
the average annual increase during the past five years (1,309). 
The hospitals were overcrowded to the extent of 18,923 patients. 
At the beginning of the year 28.8% of patients were 65 years old 
or over, and of direct admissions in 1952 a total of 19.9% were 
of that age. These figures were 17.5% and 12.3% in 1938. The 
aging of the population has been only partly responsible for the 
increase. Social factors such as the increased employment of 
women and the shortage of housing accommodation were im- 
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portant reasons. “There is a widespread feeling that certification 
and admission to mental hospitals could be avoided in many in- 
stances if suitable accommodation was available elsewhere for 
old people who, though legally certifiable, do not show such 
seriously disturbed behaviour as to make it essential.” There 
were about 1,000 beds in long-stay annexes and a further 1,000 
are likely to be available soon. The aim is to make sure that 
certification should be the last resort. The outlook for older 
persons with mental symptoms is much brighter than is usually 
appreciated. In many cases active treatment can lead to rapid 
recovery. 


Phone Advice on Disease—A Harley Street specialist will use 
the telephone to further his campaign for mass education on 
cancer. Dr. Malcolm Donaldson of the British Empire Cancer 
Campaign is behind a plan at Hull, under which people with 
symptoms that make them uneasy can call a special number and 
hear recorded talks on the symptoms of different forms of can- 
cer. They will be told, if they feel they have a suspicious growth, 
to seek early medical advice. The service will be available to 
people all over the country at the usual evening trunk rates. It 
will operate between 8 p. m. and 11 p. m. as part of a service 
that gives daily details of local events and entertainments. 

Dr. Donaldson believes that at least 20,000 persons can be 
added to the 25,000 patients cured of cancer each year and that 
this can be achieved by educating people in the early recognition 
of symptoms. Other leading physicians and surgeons are doubt- 
ful about the wisdom of cancer education. They fear that it 
might create a national cancer phobia. Mr. J. W. Milton of the 
Hull National Health Service Executive Council said, “In Hull 
the doctors have taken care to ensure that the recorded talks do 
not creat a cancer phobia. ... A person will be able to ring this 
number discreetly, learn what the symptoms of cancer are, and, 
if he feels they may apply to him, will be advised to see his 
doctor at once.” The cost of the service is being met by the Marie 
Curie Memorial Foundation for Cancer Education. 


Vitamin B,, Labeled with Radioactive Cobalt.—The use of vita- 
min By labeled with cobalt 60 for metabolic studies was first 
described by American workers in 1952. Because of the com- 
paratively long half life of Co®° and the possibility of radiation 
hazards to man after ingesting it, the use of vitamin B.. labeled 
with this isotope is somewhat restricted. Bradley and his co- 
workers (Lancet 2:476, 1954) have therefore sought other radio- 
active isotopes of cobalt as an alternative. The isotope Co*® is 
almost ideal for the purpose, as it has a hard gamma radiation 
and a half life of only 72 days, compared with five years for 
Co, It therefore presents little radiation hazard after ingestion. 
Co5* was obtained by irradiation of cobalt-free nickel in the 
atomic pile at Harwell and added to a culture medium contain- 
ing Streptomyces griseus, which synthesizes vitamin By. The 
labeled vitamin was purified by paper chromatography and 
crystallized. It has been used in parallel with Co®® labeled vita- 
min By in fecal excretion studies and the results with the two 
materials are identical within the limits of experimental error. 
It is expected that as supplies of Co®* become more freely avail- 
able the vitamin labeled with this isotope will replace that 
labeled with Co*® in clinical investigation. 


Suicide by Insulin.—An inquest was held at Hammersmith, Lon- 
don, on a 36-year-old nurse who had killed herself by injecting 
insulin. Although homicide by using insulin has been described 
in detective fiction, this is the first case of insulin suicide re- 
corded in the English medical literature. The nurse was found 
unconscious in her room and died the next day. There was a 
history of taking amobarbital and secobarbital, which had 
been obtained from the ward cupboard. This was discovered 
and a careful check made of drugs used in the wards. No such 
check was kept on insulin as this was not considered a danger- 
ous drug. According to the pathologist who performed the 
autopsy death was due to respiratory failure following an 
overdose of insulin. 


Research on Aging.—The trustees of the Ciba Foundation will 
allot £5,000 annually for the next five years to the support of 
experimental work on gerontology. This work will be carried out 
along five main lines: (1) one or two international conferences a 
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year on the lines of those normally held at the foundation, the 
findings to be published in a series of volumes similar to the 
foundation’s “Colloquia on Endocrinology”; (2) inviting guests 
staying in the foundation with special knowledge in the field to 
open informal discussion meetings; (3) the annual Ciba Founda- 
tion Lectureship, open to distinguished workers in the field; 
(4) travelling fellowships; (5) annual awards of £300 for experi- 
mental work relevant to the problems of aging as judged by an 
international panel of distinguished scientists. 


Health Service Expulsions.—A report issued by the chairman of 
the National Health Service Tribunal for England and Wales 
says that in 17 cases out of 24 in the last three years the tribunal 
directed that a-practitioner’s name be removed from executive 
council lists. The grounds were that continued inclusion would 
be prejudicial to the service. The cases concerned two physicians, 
four opticians, and 11 dentists. In four other cases the respondent 
undertook to withdraw from the service. In the first three years 
of the service the tribunal excluded 15 persons, a physician, two 
druggists, three opticians, and nine dentists. 


Anesthetics for Use by Midwives.—Hitherto, midwives in Great 
Britain have been allowed to administer only nitrous oxide in 
the absence of a physician. The Medical Research Council, after 
trials, has recommended that midwives be permitted to use 
trichloroethylene (Trilene) from an approved inhaler. This would 
permit inhalation of the gas up to a certain maximum strength. 





‘ITALY 


Convention on Pharmacology.—The eighth international con- 
vention of the Italian Society of Pharmacology was held in 
Rome in April. Professor Niccolini, director of the University 
of Pisa Institute of Pharmacology, discussed the olfactory 
stimulus and its reception. He said that perhaps the simple histo- 
logical structure of the receptor organs, especially if compared 
with the complexity of the other sense organs, led to the belief 
that the functional mechanism was also simple. Our present 
knowledge of this subject is still limited, and none of the numer- 
ous classifications (affective, organoleptic, chemical, physical, 
and physiological) into which odorous substances have been 
grouped can be considered satisfactory. The olfactory stimulus 
is conditioned by the volatility, diffusibility, and gaseous partial 
pressure of a substance, but the importance of these physical 
properties and of the so-called osmophorous chemical groupings 
can be evaluated by studying the polymers of certain odorous 
substances that, because of the effect of polymerization, are 
often odorless. Polymerization diverts the energy that was 
previously free and capable, as such, of producing the olfactory 
stimulus. On the basis of studies in this field and the fact that 
isomers of odorous substances as a result of even small vari- 
ations of the space distribution of the molecule can lose their 
odor, the capacity of stimulating the sense of smell is today 
attributed to the ability of a molecule to emanate energy. In 
other words, the osmogenous energy is an energetic expression 
of the molecule, and the sense of smell proves the perimolecular 
irradiation of such energy. The main properties of substances 
that have an osmogenous power are to be found in an elevated 
intensity of charge of the valency electrons, while the main 
properties of dissociable substances are to be found in a negative 
character of the ionic charge, always accompanied, however, by 
a sufficient volatility. 


Anatomic and biochemical considerations and also some ex- 
perimental and clinical observations lead to the hypothesis that 
the osmogenous character of some substance may arise or be- 
come stronger when coming in contact with the nasal mucosa. 
In some persons with anosmia for certain perfumes, the per- 
ception of the olfactory stimulus may be obtained either by 
making them inhale the osmophorous substance after its passage 
through the nasal mucus of an osmatic person, or by placing 
some normal nasal mucus into the nose of the anosmic person, 
or by making the anosmic person inhale air containing the 
osmophorous substance after its passage through the nostrils of 
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among the various types of anosmia that are already known 
there is also a form caused by alteration of the nasal mucus 
secretions. According to one theory, the relationship of the 
osmophorous substance and the olfactory receptor can be 
ascribed to the infrared radiation emanated by the osmogenoys 
substance. 

Professor Mascherpa, director of the Institute of Pharmacol. 
ogy of the University of Pavia, discussed some aspects of tissue 
and cell pharmacology. Various histological and histochemical 
methods have already been used, but there are still gaps in our 
knowledge, especially of what concerns the topographic sity- 
ation of the drugs in the organs, tissues, and cells. The new 
method of fractionated pressure may supply some of the answers, 
By means of an apparatus designed for this purpose, a juice can 
be obtained from animal tissue that has been subjected to various 
pressures. The three fractions making up this juice are interstitia| 
fluids, cytoplasmic components, and nuclear components. Inter- 
mediate fractions have also been obtained and are now being 
studied and defined. With this method it is possible to localize 
the distribution of a drug in the extracellular spaces, the cyto- 
plasm, or the nucleus even some time after its administration, 
Vitamin Bw, for example, was found mainly in the cytoplasm, 
The results obtained so far with this method make it possible 
to construct a curve of cellular concentration of the various 
drugs. 


Asthma.—A two day meeting on asthma was held in Salice- 
Terme in June. Professor Lusena of the Ospedale Maggiore in 
Milan stated that a differential diagnosis between dyspneas of 
various origin and true bronchial asthma often can be made with 
the help of adjuvant and palliative medicaments. Even if the 
allergic concept of bronchial asthma, which is now much more 
limited than it was in the days when studies on allergy first began, 
were limited to that of sensitivity to external substances, the 
allergic origin of asthma should be considered in most, if not 
all, cases. Most cases of bronchial asthma are due to an inhaled 
allergen, some are caused by foods, and a few by drugs. The 
speaker stated that he arrives at a diagnosis by carefully inter- 
rogating the patient and giving him a series of skin and clinical 
tests. Some foci of infection, usually localized: in the teeth or 
tonsils, may condition an allergic mechanism. The injection of 
a few drops of procaine in the vicinity of one of these foci will 
interrupt the asthmatic attack for a few hours, then it will re- 
appear. This technique identifies the responsible focus and may 
point the way to appropriate treatment. 


Dr. Duchaine of Brussels said that the allergic theory of 
asthma has solved only part of the problem, because asthma can 
be caused by numerous factors, and it would be a mistake to 
believe that the same cause should necessarily always have the 
same effects in a patient with asthma or to believe that the study 
of a certain symptom will automatically lead to its cause. The 
patient with asthma is constantly subjected to a special internal 
tension that cannot withstand all the perturbing elements of 
endogenous and exogenous origin. He classified asthma as 
nervous, endocrine, allergic, tuberculous, and infectious, and 
he distinguished the allergic disease in which some symptoms 
may assume the asthmatic form and also constitute the main 
symptoms from the asthmatic disease that is the autonomous 
form of a respiratory syndrome dominated by a paroxysmal 
dyspnea but the essence of which is more likely linked to chronic 
bronchitis and essential emphysema. The most satisfactory 
classification seems to be that of Swineford, who recognized the 
allergic and infectious type, the reflex type, and the cardiac and 
idiopathic type. Dr. Duchaine discussed specific and nonspecific 
causes. Among the specific (allergic) he included all the allergens 
that are inhaled or ingested, and micro-organisms but not their 
toxins. Among the nonspecific are all the causes suggested by 
Swineford, with the difference that the cardiac factors and those 
owing to bronchial obstruction are elements that must be taken 
into consideration in establishing the differential diagnosis. The 
main distinction between allergic and asthmatic disease lies in 
the fact that in the latter specific causes cannot be proved except 
perhaps for an infectious element on which, however, opinions 
differ. The absence of hereditary or atopic elements and con- 
stantly negative allergic tests make the distinction possible. 
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Cortisone in the Treatment of Rheumatism.—At a meeting of 
the Pistoia Medical Academy in June, Professor Lucherini of the 
University of Rome reviewed the various periods of the study 
of cortisone. In the physiological period, 1948-1949, the prod- 
uct’s activity as a hormone was studied; in the pharmacological 
period, 1950-1953, its activity as a drug was studied; and at 
present a rational and better use of it is being studied. The cur- 
rent studies are based on the concept that the mechanism of 
action of cortisone and corticotropin is nonspecific and that their 
action has a mesenchymal tropism. Cortisone has a beneficial 
effect on the inflammation of joints and the pericarditis in the 
treatment of rheumatic disease. In myocarditis it restores to 
normal the heart rate, the electrocardiograms, and the congestive 
decompensation, provided this is due to a recent carditis. The 
murmurs disappear or become attenuated in valvulitis provided 
the hormone therapy is instituted early. The treatment should 
be continued for about six weeks, with an initial dose of 200 mg. 
daily, decreased to 150 or 100 mg. after 15 to 20 days, and 
decreased again after 20 to 30 days. It makes no difference 
whether the intramuscular or oral route is used. One advantage 
of corticotropin over cortisone lies in the fact that it is absorbed 
more rapidly, and hence it has a quicker effect. 

The speaker then discussed the treatment of rheumatoid 
arthritis, a systemic condition that may be spontaneously re- 
versible. If cortisone or corticotropin is given during the active 
phase of the condition a quick and often complete remission is 
obtained, with apyrexia and a sense of well-being. In most of 
patients, however, the clinical signs reappear after the treatment 
is suspended. On the other hand, the prolonged use of large 
doses may cause disturbances of the metabolism or of the 
nervous system. Cortisone should be given intramuscularly or 
orally in doses of not more than 75 mg. daily during the initial 
period. Later there should be a gradual reduction of the dose 
followed by a prolonged maintenance period with administration 
of 50 mg. daily. Cortisone restores, at least temporarily, the 
defenses of the tissues against the causative factors that exert the 
irritative action. Hydrocortisone has a marked local anti-inflam- 
matory action. Intrathecal administration has given brilliant 
results in patients with herniation of an intervertebral disk, 
tumors, or herpes zoster. Professor Pisani of the University of 
Florence said that cortisone and corticotropin have a decisive 
healing action on the left atrioventricular valves and especially 
on the aortic semilunar valves. When cortisone and corticotropin 
bring about a prompt and marked reduction of the cardiac 
diameters in rheumatic fever of recent onset, an action on a 
concomitant exudative pericarditis is suggested. 


Surgical Treatment of Pulmonary Tuberculosis.—At a meeting 
of the Filippo Pacini Medical Academy in Pistoia, Professor 
Gallinaro stated that in some patients, such as those with re- 
siduals of cavities, tuberculomas, and empyemas that have fistu- 
lized into a bronchus, pulmonary resection is the only treatment 
possible. Among the optional indications for it are cavities of 
the lower lobes in which thoracoplasty is not sufficient and some 
cavities of the upper lobes. Professor Gucci said that he is not 
opposed to resection in the treatment of pulmonary tuberculosis, 
but he believes that it is rarely indicated and that with the proper 
use of antibiotics the indications for surgical treatment of tuber- 
culous lesions are decreasing. He further stated that intracavitary 
aspiration might often be used in place of resection for cavities 
and that bronchial stenoses can be cured with bronchial aspira- 
tion and with “in situ” introduction of antibiotics. Professor 
Guglielmetti said that it is necessary to select the type of opera- 
tion for each patient on the basis of the character of the lesions, 
their age, and their localization. The principle of maximum 
economy should be followed in rib resections, and therefore it 
is necessary to study the pathological conditions carefully before 
operation in order to establish exactly which portion of a rib 
should be removed to make possible the retraction of the lung 
at the site of the lesions. 


Professor Bufalini said that antibiotic therapy has made it 


possible to resect a portion of the lung in many patients and that 


the results obtained with any surgical treatment depend on a 
proper selection of patients and procedures. He then mentioned 
a new technique of surgical collapse, the extramuscular periosteal 
plombage with a sponge of polystan, a product of the poly- 
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ethylene group. The sponge can be removed after a certain time, 
but it has been proved that, when left in place, it does no harm. 
This method is indicated in many patients in whom thoraco- 
plasty and extrapleural pneumothorax are contraindicated. The 
method is relatively easy, reduces the respiratory capacity only 
slightly, is carried out in one stage, and does not result in esthetic 
and functional deformity of the thorax. 


Fight Against Tuberculosis.—The Institute of Social Insurance 
has made generous contributions to the government’s fight 
against tuberculosis. During 1953 it contributed about 35 billion 
lire, 29 billion of which was used to cover the hospitalization 
expenses of insured persons and their families and 6 billion to 
pay compensation to sick persons and their families during and 
after hospitalization. This institute assists an average of 45,000 
persons each day in its own health centers or in those connected 
with other institutions. Since 1950 the number of persons who 
needed help has steadily decreased, and there has been a 10% 
drop in the number of persons who need hospitalization. Before 
the war 36,000 tuberculous persons died every year in Italy; but 
in 1951 there were only 19,000 deaths and in 1952 only 12,000. 
The number of beds available in sanatoriums is now more than 
sufficient for the number seeking admission. 


MEXICO 


Crusade Against Cancer.—Mexican physicians, after obtaining 
their degrees, must work as physicians in rural areas for one 
year in fulfillment of laws of national Social Services. In the 
present school year, the students in the last year of medicine in 
the National School of Medicine of the National University of 
Mexico will carry on a crusade against cancer during their year 
of work in rural zones. The campaign is sponsored by the Secre- 
tary of Public Health and Welfare and the National School of 
Medicine. The students will receive intensive courses on cancer 
before they start their rural assignment. 


New General Hospital.—The Hospital General of Mexico City 
is to be rebuilt and enlarged. A fund of 60 million pesos will be 
given by the National Lottery of Mexico and will be used in 
the reconstruction and enlargement of the hospital. The new 
hospital will consist of 12 units with 200 or 250 beds each. 


SWEDEN 


Death of Professor Holmgren.—Emeritus Professor of Oto- 
laryngology Nils Gunnar Holmgren, who died Sept. 6, 1954, was 
born on Sept. 27, 1875, in Uppsala, where his father was pro- 
fessor of physiology at Uppsala University. Qualifying as a Ph.D. 
in 1903, he proceeded to obtain an M.D. in 1909. After being 
attached to the Sabbatsberg Hospital as the director of its ear 
and throat clinic, he was appointed professor of otolaryngology 
at the Karolinska Institute in Stockholm in 1912. In that year 
he founded the Acta oto-laryngologica, which has since achieved 
international standing. He was its editor till his death. In 1929 
he founded the composite Scandinavian medical journal now 
published weekly as Nordisk medicin. This publication, a fusion 
of several of the most important earlier medical journals in the 
different Scandinavian countries, underwent many vicissitudes 
demanding great resourcefulness on the part of its chief sponsor. 
As the acknowledged leader of Scandinavian otolaryngology, 
and thanks to the high standing Holmgren enjoyed abroad, he 
succeeded in many undertakings that would have baffled men 
cast in a smaller mold. During World War I he rescued the 
Hungarian otologist and Nobel prize winner Robert Barany from 
a prisoner-of-war camp in Russia and secured his appointment 
as professor of otolaryngology in Uppsala. While Holmgren was 
rector of the Karolinska Institute between 1933 and 1939, far- 
reaching structural and administrative changes were carried out. 
Combining great personal charm with administrative ability and 
love of gardening, Holmgren was a delightful host capable of 
making his many friends feel perfectly at home. He is survived 
by his third wife and his two sons. 
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CORRESPONDENCE 


TRACHOMA 

To the Editor:—We note that in THE JourNAL for Jan. 16, 1954, 
advertising page 42, this statement was published: “A new 
method of trachoma treatment involving electrocoagulation, 
which the World Health Organization says has reduced disease 
incidence in Teheran schools from 45% to 2% in the past five 
years, will be demonstrated in six countries under WHO 
auspices.” 

We believe that the publication of this statement is in con- 
sequence of the misinterpretation of a press release issued by 
our regional office for the Eastern Mediterranean. This article 
reported Professor Chams’ activities and claims and may have 
been, in fact, misunderstood in the sense of attributing to the 
World Health Organization the statement made by Professor 
Chams, in the course of a WHO-sponsored program of scientific 
information on trachoma, on the results claimed to have been 
obtained with the method of treatment used by him in Teheran. 
However, in view of the fact that it is Professor Chams who is 
the author of the statement made on the results of the appli- 
cation of electrocoagulation in Teheran schools, and not the 
World Health Organization, as stated in THE JOURNAL, we would 
be very grateful if you would kindly publish a correction to this 
effect in the next issue of THE JOURNAL. 


M. G1aquInto, M.D., L.D.T.M. 
Section of Endemo-epidemic Diseases 
World Health Organization 

Geneva, Switzerland. 


CONTROL OF SPONTANEOUS 

NASAL HEMORRHAGE 

To the. Editor:—Our recent experience with several cases of 
intractable nasal hemorrhage in which the source of the bleeding 
cannot be accurately envisioned, such as in hypertension or 
blood dyscrasias, has brought us to a plan of therapy that has 
saved the patient from the torture of repeated insertion and 
removal of packs and has accelerated the eventual control of 
the hemorrhage. Our procedure is to attack the problem radically 
from the very start. The patient is brought to the hospital; tem- 
porary cotton plugs, gauze packing, oxidized cellulose (Oxycel), 





1, conventional postnasal pack. 2, choanal sponge for occluding one 
posterior choana. The two strings on the right are brought out of the 
nostril on the affected side. 3, pieces of dental roll over which strings 
are tied. 


absorbable gelatin sponge (Gelfoam), or other materials pre- 
viously inserted for temporary control are all removed. Even 
though the patient is bleeding at the time, we irrigate the nasal 
chambers with isotonic sodium chloride solution in an effort to 
dislodge the clots that usually fill the meatuses as well as the 
nasopharynx. In addition, suction is applied via a rubber catheter 
inserted into each side of the nose. 


| In the meantime a choanal pack is prepared. This is not the 
usual postnasal epipharyngeal pack but a ball of gauze large 
enough to adequately occlude or cork up the posterior choana 
on the bleeding side. Such a plug was described years ago (Mac- 
Kenty, cited by C. J. Holmberg in Boies, L. R.: Fundamentals 
of Otolaryngology, ed. 2, Philadelphia, W. B. Saunders Com- 
pany, 1954, p. 277); however, our pack is not made of cotton. 


It consists of two large tonsil sponges sewn together with two 
stout silk threads to be brought out of the nose and one single 
thread at the opposite pole to facilitate its removal. The plug 
is pulled into the posterior choana on the affected side in the 
same manner as the usual postnasal pack, and while traction jg 
applied to the strings brought out of the naris it is forced into 
the choana by the index finger of the operator introduced behing 
the palate. This is an important step in the procedure, because 
traction on the threads will not ensure as tight a fit. The plug 
must be felt to occlude the choana tightly. Then the nasal cavity 
is packed with strips of gauze built up in layers from the floor 
of the nose to the level of the middle turbinated bone. The rest 
of the space above this level is then filled with packing, which 
has something solid against which it can be pushed, namely, the 
choanal plug. The two silk strings brought out through the one 
nostril are then tied over two pieces of dental roll, which protect 
the nostril. Naturally, the patient is given sedatives and anti- 
biotics and proper blood studies are done. We do not give trans- 
fusions unless the hemoglobin level has dropped below 7.5 gm. 
per 100 cc. or unless we are dealing with a definite dyscrasia, 
It is more important to give sodium chloride and glucose solv- 
tion, since many of these patients are dehydrated and depleted, 
having taken little food or drink for varying periods of time and 
frequently having lost considerable through vomiting. 

The choanal pack is not disturbed for at least three days. By 
that time, it is thoroughly softened by secretions and reduced 
in size so that it is comparatively loose and is easily pulled out 
through the mouth with little danger of starting up any bleeding. 
The nasal packing is removed in stages, beginning the fourth 
day, starting with the uppermost strip and working downward 
toward the floor of the nose, which is usually cleared by the 
seventh day. One of the great advantages of this procedure is 
that the eustachian orifice is not occluded, as it is in the con- 
ventional postnasal pack, nor is the opposite side of the nose 
blocked. This minimizes the danger of otitis media and affords 
the patient at least some degree of comfort in being able to 
breathe through one side of the nose. 


SAMUEL SALINGER, M.D. 
BERNARD M. COHEN, M.D. 
25 E. Washington St., Chicago 2. 


LETTER FROM MEDICAL STUDENT 
BEHIND THE IRON CURTAIN 


Following is a translation, slightly edited, of a letter received 
by a friend who is helping a student to study medicine some- 
where behind the iron curtain —ED. 


I reply to your doubts and questions concerning my studies 
as follows. The degree I acquire, having passed those 26 exami- 
nations in the course of six years or so, is simply “Physician,” 
and it gives me the right, or rather it obligates me, to exercise 
my profession in a locality and at a hospital designated by the 
powers that be. Further scientific degrees will be rather inacces- 
sible for me on account of my various handicaps, class obstacle, 
etc. The future scientific organization will be recruited from men 
of worker and peasant origin. The next higher degree is that of 
a “Candidate.” That one is awarded on presentation of a thesis 
and the passing of more examinations. It is part of a new order 
and replaces the old “Doctor” degree, which from now on is 
reserved for persons of a higher scientific achievement and is 
to be compared with that of an “Assistant Professor” of the old 
order. Thus, the degrees got shifted by one position to the right. 


I shall be a government official. You ask, how come the 
government shall get hold of me since my studies were paid from 
different sources? Well, there is no logical answer. Matter of 
fact, except for the scant remainder of groups that were being 


liquidated and allowed to stay alive thus far, here no one holds | 
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g position other than governmental. Cobbler, barber, tailor, or 
physician, they all work for a monthly salary. Whether or not 
anyone has a basis for existence that way is a matter for long- 
winded discussion. You have not to be afraid on my behalf. 
My economic self-reliance will not be altogether an empty label. 
There is a certain foundation for survival. The level of existence 
snot high, but one does not suffer too much because everybody 
se is in the same boat. 

For his monthly salary, a physician may purchase: one good 
(or two not so good) pair of shoes, or one very bad ready-made 
suit, or four acceptable shirts, or 20 kg. of butter, or four pairs 
of hose. The situation is alleviated somewhat by the fact that 
no rent is to be paid for the living quarters. One does not look 
pretty in his apparel, that you can imagine! But I can put up 
with that, especially considering that for one-third of my salary 
| shall have complete board at the hospital to which I shall be 
assigned, and this is of prime importance. 

You ask why doesn’t the government defray the cost of study- 
ing? Well, it does in numerous cases, in the form of scholarships, 
but they are under strict “class” regulation. Outside of this, such 
scholarships are equal to one-third of the salary as above men- 
tioned—imagine dividing the goods I have indicated by three! 
lam one of the few persons in an exceptionally good position. 
| also made some savings in the course of the years. But how 
would I look without the family’s help! 


Your remark that no system can make the risk of life dis- 
appear and in the last analysis the socialized order is bound to 
hit the individual in the neck is a clairvoyant one. This is at 
the very root of all problems in our country and in all countries 
with such socialized systems. All services are rendered to the 
individual badly, with an underlying bad feeling toward him, 
in offices, restaurants, barbershops, etc.—all alike, all is done 
with the strong emphasis that really they do one a great favor 
doing anything at all! Unless, of course, one distributes tips. But 
that only increases the individual risk on the part of the recipient 
of the tip, and this is the most virulent risk of them all because 
it is forbidden to the highest degree and punished severely, as 
infringing on “ethical standards of socialism”! 


el 


MEDICAL STUDENT. 


ARMCHAIR TREATMENT OF ACUTE 
MYOCARDIAL INFARCTION 


To the Editor:—The article by Mitchell and others in THE Jour- 
NAL, June 26, 1954, page 810, on armchair treatment of acute 
myocardial infarction prompts me to make the following obser- 
vations. Twenty-two cases of proved myocardial infarction were 
seen here during the last 18 months. Instead of taking the bur- 
den on myself of deciding what is comfortable to the patient, 
| gave him the choice of a bed or an armchair, whichever was 
more comfortable to him. All the 22 patients preferred to be in 
bed rather than in an armchair with legs down. When given 
achoice about position in bed, six preferred to be propped up 
for some part of the day. For sleeping, all patients preferred 
lying down in bed with the head raised on a pillow. 


Preference should be given to what the patient finds com- 
fortable over what the physician imagines to be useful to the 
patient on theoretical grounds. Our approach to the patient 
should be more subjective than objective. It is claimed that 
pulmonary congestion is decreased by the “chair treatment.” 
When we realize that the pulmonary congestion is due to the 
weakening of the myocardium, it is difficult to see what sig- 
nificant degree of reduction can be achieved by the sitting pos- 
lure, which is so uncomfortable to the patient. The view (Levine, 
8. A., and Lown, B.: J. A. M. A. 148:1365 [April 19] 1952) 
that recumbency in bed affords less rest to the heart than the 
sedentary position in a chair with feet down may be, perhaps, 
theoretically correct, but in my opinion comfort of the patient 
as a whole should be first attended to in a severe catastrophe 
like myocardial infarction, unless we are offering him something 
that is definitely more helpful than the comfort he is called 
on to sacrifice. The armchair treatment for myocardial infarc- 


tion is being further investigated, but the experience gained so 
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far does not warrant that there are any outstanding advantages 
of the treatment, while disadvantages and, perhaps, harm cannot 
be definitely excluded. 

P. L. DesHmMuKH, M.D. 

Modern Clinic 

Laxmi Road 

Poona City, India. 


STRONTIUM THERAPY IN THE PARAPLEGIC 
PATIENT WITH OSTEOPOROSIS 

AND HYPERCALCIURIA 

To the Editor:—The usefulness of strontium has been studied 
in various types of disorders of bone metabolism, and it has been 
successfully used in the osteoporosis of old age (Shorr, E., and 
Carter, A. C.: Bull. Hosp. Joint Dis. 13:59-66, 1952). Our de- 
partment has been particularly interested in the problem of 
osteoporosis and associated hypercalciuria so often seen during 
the acute stage of paraplegia. For the past two years various 
attempts have been made to control the hypercalciuria and to 
achieve in the patient a positive calcium balance. The tilt table 
and the oscillating bed have proved ineffective in this regard 
(Wyse, D. M., and Pattee, C. J.: Am. J. Med., to be published); 
with the administration of a high calcium diet, paraplegic pa- 
tients were found to have a less negative calcium balance (Wyse, 
D. M., and Pattee, C. J.: Canad. M. A. J. 71:235-238, 1954). It 
was decided to try strontium in a recent case of paraplegia due 
to a mining accident. Therapy was started three months after 
injury. Prior to the therapy there had been no evidence of 
bladder stones, as evidenced by a normal kidney-ureter-bladder 
examination, and no blocking of the retention catheter. Ten 
days after initiating strontium therapy, the catheter became 
blocked by concretions that were considered to be strontium 
phosphate stones. An analysis of the strontium content was not 
done. Therapy was stopped after this incident. No significant 
change was noted in the urinary calcium level. 

There are no references in the literature on the treatment of 
osteoporosis in the paraplegic patient with the aid of strontium. 
Shorr feels that in patients with hypercalciuria additional excre- 
tion of strontium might be hazardous. This is no doubt due to 
the fact that excretion of strontium would increase the product 
of strontium-calcium x phosphorus and favor precipitation, espe- 
cially if the urinary calcium level is already high. Strontium 
stones have not been reported during the treatment of osteo- 
porosis due to causes other than paraplegia. 


E. C, ARENDT, M.D. 

C. J. Pattee, M.D. 

Queen Mary Veterans Hospital 
Montreal, Canada. 


COMMITTEE ON ACCIDENT PREVENTION 

To the Editor:—On page 229 of THe JournaL, Sept. 18, 1954, 
in the article “An Experience in the Formation of a Committes 
on Accident Prevention in Children,” the authors state, “We 
called municipal legislators and initiated and lobbied for ordi- 
nances such as those requiring the compulsory removal of un- 
used iceboxes.” Such action is laudable, but such ordinances, if 
enacted, would probably be difficult to enforce if not ignored 
until a child died because of neglect or nonenforcement of the 
law. 

It would appear better to obtain federal legislation requiring 
all manufacturers of refrigerators to equip all refrigerators of 
such a size that a child could enter—say more than 2 cu. ft. 
capacity—with latch releases on the inside of the door. A simple 
pressure plate, about 2 by 2 in. in size, installed in a suitable 
place would do the trick and should cost no more than $2.00 
extra on quantity production. A child struggling in a refrigerator 
so equipped would almost certainly strike such a release plate 
even in panicky pounding on the door, thus unlatching the door. 
Inasmuch as refrigerators are sold in interstate commerce, a 
federal law would be applicable. 

JoHN H. SCHAEFER, M.D. 
525 South Flower 
Los Angeles 17. 
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MEDICOLEGAL ABSTRACTS 


Malpractice: Res Ipsa Loquitur in Fracture Cases.—This was an 
action for damages alleged to have been caused by the negli- 
gence of the defendant physician. From a judgment in the de- 
fendant’s favor, the plaintiff appealed to the Supreme Court 
of Alabama. 

The plaintiff fell at her home and suffered a fracture of the 
tibia and fibula where they entered the knee joint. Her leg was 
examined by x-ray that same evening by the defendant physician, 
and he advised that a cast be applied. This was done the next 
morning. At the time the cast was applied there were four nurses 
and a colored orderly around the operating table. The defendant 
wrapped the cast, with the orderly holding the plaintiff’s leg 
in place, until the cast was well beyond the knee, down toward 
the middle of the lower leg, at which time he turned the wrap- 
ping over to the orderly to complete. The plaintiff claimed that 
she suffered considerable pain when the orderly took over, and 
the gravamen of the alleged negligence of the defendant seems 
to be that in some way the colored orderly applied improper 
pressure and injured the knee. This, however, said the court, is 
the merest speculation. About a week later, while the plaintiff's 
leg was still in a cast, a second roentgenogram was taken, and 
the plaintiff was discharged from the hospital and never again 
seen by the defendant. Being dissatisfied with his treatment, she 
consulted another physician who removed the first cast, ex- 
amined the leg by means of x-rays, and applied another cast. 
Soon after this the plaintiff suffered a fall in her home, but she 
asserted that she did not hurt herself in this fall. This, also, is 
mere speculation. 

The fact, said the Supreme Court, that the colored orderly, 
when he took over the wrapping of the cast, might have twisted 
and hurt the plaintiff’s leg does not permit a reasonable infer- 
ence of culpability on the part of the defendant physician. Pain 
is usual in such cases. The doctrine of res ipsa loquitur does 
not apply to the mere fact that the treatment accorded by the 
defendant had an unsuccessful or unfortunate result. There is 
no requirement of law that a physician must be infallible in his 
diagnosis and treatment of a patient. He merely undertakes to 
exercise that skill and care which physicians and surgeons in 
the same general neighborhood, pursuing the same general line 
of practice, ordinarily exercise in such cases. In the absence of 
an express agreement warranting a cure, a physician is not liable 
for an error in diagnosis and treatment when the proper course 
is pursued or when the proper course is subject to reasonable 
doubt. A showing of an unfortunate result does not raise an 
inference of culpability. We have often said, the Supreme Court 
concluded, that evidence that affords nothing more than mere 
speculation, conjecture, or guess is not sufficient to warrant sub- 
mission of the question of negligence to the jury. When evidence 
is equally consistent with either the existence or nonexistence 
of negligence, the issue should not be submitted to the jury, and 
the party who affirms negligence has, under such circumstances, 
failed to establish it. 

Accordingly the judgment of the trial court in favor of the 
defendant physician was affirmed. Watterson v. Conwell, 61 So. 
(2d) 690 (Ala., 1952). 





MEDICAL FILM REVIEWS 








Amenu’s Child: 16 mm., black and white, sound, showing time 36 
minutes. Produced by the Gold Coast Film Unit for the British Informa- 
tion Services. Procurable on rental ($3.75) or purchase from Film 
Center, 64 W. Randolph St., Chicago. 


The story of this film is told in the traditional idiom of an 
African folk tale. A Gold Coast tribe breaks the superstitious 
influence of medicine men and fetish priests. A new way of life 
is found with the help of a local health clinic, which shows 
the parents that their children can only grow up into strong 
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and healthy citizens through modern food, diet, and Sanitary 
methods, not through spells supposedly cast by the witch doctor, 
It is paced rather slow, and the narrator is difficult to under. 
stand. The audience for this film would be limited to medica 
missionaries or to adult groups interested in obtaining genera 
concepts of a way of life in a North African village. 


Nephrosis in Children: 16 mm., color, sound, showing time 18 minutes 
Prepared by the Medical Advisory Board, the National Nephrosis Founda. 
tion, Inc., under the medical supervision of Robert E. Cooke, M.D., Yale 
University, New Haven, Conn. Produced in 1954 by Campus Film Pro. 
ductions, New York, and procurable on loan from Pfizer Laboratories, 
630 Flushing Ave., Brooklyn 6, N. Y. 


This film is a concise presentation of the prominent clinicaj 
and laboratory manifestations of nephrosis in children. |t js 
designed to provide a visual review of nephrosis for genera] 
practitioners, interns, and medical students. Of particular valye 
is the presentation of the early, insidious clinical manifestations 
of anorexia, facial edema, and ankle edema as they are 
encountered by the parents. One also gains insight into the 
problems of the child with a chronic disease and the importance 
of helping both patients and the parents. All is not hopeless, 
and the film shows the diuresis that results from hormonal 
therapy and the fact that complete recovery can be expected 
in as many as 50% of the cases. The only adverse criticism 
is that the film tends to oversimplification; however, considering 
the audience for which the film is designed this is not a serious 
objection. Excellent supplemental notes provide amplification 
of laboratory aspects and current therapy, enabling the motion 
picture to concentrate on visual clinical information. The film 
is well organized, with good integration of the excellent 
photography and narration. It is of value to those residents, 
general practitioners, and pediatricians who are not in frequent 
contact with nephrosis. Valuable information about this child- 
hood illness can be obtained from the film by nurses, social 
workers, and other members of allied professions. 


Hemorrhage from Duodenal Ulcer: 16 mm., color, silent, showing time 
10 minutes. Prepared by Hilger P. Jenkins, M.D., Otto Trippel, M.D., and 
Dean Blair Smith, M.D., University of Illinois College of Medicine and 
Woodlawn Hospital, Chicago. Produced in 1953 by and procurable on 
loan from Davis & Geck, Inc., 1 Casper St., Danbury, Conn. 


This film is designed primarily to supplement a clinic on 
bleeding duodenal ulcer. Photographs are shown of a few 
different types of ulcers, accurately picturing an eroded artery 
in the base of an ulcer. The author has illustrated the blood 
loss by forcing red fluid through the artery of an autopsy 
specimen with alternating pressure so that the stream resembles 
the loss from an artery in the living body. The principles of 
therapy are discussed, emphasizing that if bleeding does not 
cease in 12 or more hours an emergency operation is indicated. 
The film would be most adaptable for teaching at the under- 
graduate level, although surgeons and general practitioners 
would find various points of value. 


Transthoracic Repair of Sliding Hiatal Hernia (Allison): 16 mm., color, 
silent, showing time 21 minutes. Prepared by William R. Sweetman, M.D., 
Portland, Ore. Produced in 1953 by and procurable on loan from Veter- 
ans Administration Hospital, Portland 7, Ore. 


This film shows a method of treating the sliding type of 
esophageal hiatal hernias. The method depicted follows the 
teachings of Allison in suturing the phrenoesophageal membrane 
to the under surface of the diaphragm. Suturing of the dia- 
phragmatic crus is also indicated. The operation is skillfully 
performed. The exposure is excellent and the photography good. 
However, many “whys” are left unanswered; for example: Why 
are two types of sutures (cotton and silk) used in the chest? 
Why is the phrenic nerve blocked? One wonders why the 
anesthetist did not control respiratory movements rather than 
blocking the nerve if this is the reason that the nerve was 
blocked. This film is recommended for those interested in 
seeing the author’s technique of performing this surgical 


procedure. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


pacterial Endocarditis Due to a Pencillin-Resistant Staphylo- 
coccus: Report of a Case Successfully Treated with Erythro- 
mycin, Oxytetracycline and Streptomycin. T. D. Johnson and 
|. W. Hurst. New England J. Med. 251:219-221 (Aug. 5) 1954 
[Boston]. 

The 3-year-old boy whose case is reported had micrococcic 
taphylococcic) endocarditis superimposed on a defect of the 
ventricular septum. Massive doses of penicillin (30,000,000 to 
60,000,000 units daily) given intravenously and streptomycin 
siven intramuscularly had no effect. The fever appeared to re- 
spond to the combination of streptomycin, erythromycin, and 
oxytetracycline when the last two drugs were given by mouth. 
put with the appearance of diarrhea, which was apparently due 
to the oral medicaments, the drugs were incompletely absorbed, 
and the patient appeared to relapse symptomatically. When oxy- 
tetracycline and large doses of erythromycin were given intra- 
yenously impressive clinical improvement and decrease in fever 
followed. Slight elevation in temperature persisted because of 
severe phlebitis at the venous cut-down site, until oral admin- 
istration was again used. Subsequently, improvement was main- 
tained, and periodic diarrhea could be controlled. Because of 
the combination of agents used, no single drug can be credited 
with the cure; indeed, the combination itself may have been 
essential. The authors believe that this child received the largest 
reported quantity of erythromycin given intravenously, on the 
basis of body weight. Erythromycin was given intravenously by 
means of constant infusion, 2 gm. daily, through a polyethylene 
venous catheter, with additional booster doses of 250 mg. of 
erythromycin injected intravenously every eight hours, concur- 
rently with 1 gm. of oxytetracycline given intravenously each 
day. The authors advise that large doses of erythromycin, and 
the combination of erythromycin with streptomycin and oxy- 
tetracycline, be tried in other cases of micrococcic endocarditis. 


Auricular Tachycardia with Wenckebach Phenomenon Occur- 
ring During Course of Cardiac Catheterization. L. A. Kuhn, E. 
Donoso and S. O. Sapin. Am. Heart J. 48:280-287 (Aug.) 1954 
St. Louis]. 


There has been, as far as Kuhn and associates were able to 
ascertain, no prior report of rapid auricular rhythm with periods 
of Wenckebach phenomenon occurring during cardiac catheteri- 
zation, nor has this particular arrhythmia been previously re- 
ported in young children. During catheterization of a 9-year- 
old girl, Evans Blue dye was injected into the catheter while 
is tip was in the mid-right ventricle, and the ventricle to ear 
circulation time was determined. The catheter again entered the 
aorta, was pulled back into the right ventricle, and then with- 
drawn into the mid-right atrium. At this time it was noted that 
the patient had extremely rapid heart action, with transition 
irom a sinus tachycardia with a rate of 140 beats per minute to 
4 supraventricular tachycardia at a rate of 215 beats per minute. 
Rapid auricular rhythm with periods of Wenckebach phe- 
nomenon then ensued. With the onset of this arrhythmia, the 
patient was treated with oxygen by mask and 0.6 mg. of lanat- 
oside C (Cedilanid) was injected into the catheter in two doses 
given 10 minutes apart. Carotid sinus pressure produced no 
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immediate alteration of the cardiac rhythm. The catheter was 
temporarily withdrawn from the atrium during the arrhythmia 
but was later reinserted. Within 30 minutes the rhythm reverted 
abruptly to a sinus tachycardia of 140 beats per minute and 
this remained throughout the rest of the procedure. However, 
severe hyperpnea with a respiratory rate of 40 per minute ensued, 
and the patient remained only slightly responsive to noxious 
stimuli despite the fact that no further anesthesia was given and 
the level of anesthesia was felt to be quite “light” at the time. 
There were no focal neurological signs, and there was no evi- 
dence of congestive heart failure to explain the hyperpnea, 
the lungs remaining clear. The mental clouding and hyperpnea 
continued despite restoration to sinus rhythm and administra- 
tion of oxygen. These symptoms gradually subsided on the 
patient’s return to the ward, and six hours after the onset of 
the arrhythmia the hyperpnea was no longer evident, the patient 
was alert, and the heart showed a sinus rhythm at a rate of 
100 beats per minute. The authors point out that the differen- 
tiation between auricular flutter and auricular tachycardia may 
be impossible by electrocardiographic means, and since they 
may be manifestations of the same process, the authors pre- 
ferred to call this case an example of a rapid auricular rhythm 
without further definition, rather than to attempt to differen- 
tiate as to which of the two conditions occurred in this case. 
In view of the auricular rate below 250 beats per minute, the 
abrupt return to normal sinus rhythm following digitalis ad- 
ministration, and the predominantly 1:1 auriculoventricular 
ratio, the older criteria for the existence of auricular tachy- 
cardia as opposed to auricular flutter are at least partially ful- 
filled. The various factors influencing the development of the 
Wenckebach phenomenon are discussed with particular em- 
phasis on the influence of the autonomic nervous system, auricu- 
lar rate, hypoxia, and digitalis, and it is shown that attention 
to all of the factors involved may bring about rapid reversion 
to normal rhythm. Digitalis therapy promptly restored this 
patient to normal sinus rhythm, although it should be realized 
that, concomitant with digitalis administration, the possible irri- 
tating influence of the catheter was removed and oxygen was 
administered in an attempt to correct the ill effects of hypoxia. 


Fulminating Trichinosis with Myocarditis. L. D. Fey and M. A. 
Mills. Northwest Med. 53:701-706 (July) 1954 [Seattle]. 


An epidemic of trichinosis involving 17 persons occurred in 
Seattle during the fall of 1950. This epidemic was traced to 
consumption of sausage prepared in a local market. Three of 
the patients came under the care of Fey and Mills. One of these 
three patients, who had the severe or fulminating type with 
cardiac involvement and subsequent death, is the subject of this 
report. This patient had recently obtained work ‘in Seattle, and 
since his family had not as yet moved he had been preparing 
his own meals. He had obtained several links of sausage, which 
he had eaten raw, for breakfast, luncheon, and supper. He con- 
tinued this for several days, which undoubtedly accounted for 
the massive infestation. The sausage was obtained from a local 
market, to which the other 16 cases had been traced. About 9 
or 10 weeks after the first appearance of symptoms he still had 
fever at night and profuse perspiration. About a year later he 
could do no heavy lifting without becoming short of breath, and 
he had returned to work as a night watchman for only a short 
time. After another year he returned to Seattle and was hos- 
pitalized. At this time he complained of shortness of breath, 
orthopnea, fatigue, weakneses, and fainting attacks. He stated 
that from March, 1952, through October he had experienced 
episodes of increasing dyspnea. During the fall, when his work 
became somewhat heavier, orthopnea, ankle edema, and sensa- 
tions of weight in his abdomen developed. His heart pounded 
at times, and the beat was irregular. He was forced to sit up 
at night in order to get any rest. Pain across his chest developed 
on exercise, and he had numbness in his calves. His local phy- 
sician had treated him with diuretics and low salt diet. The 
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heart was enlarged. He improved after treatment with digitalis 
preparations and mercurial diuretics, but he died five months 
later in acute heart failure. The authors feel there is no doubt 
that Trichinella spiralis was the precipitating cause of the chronic 
myocarditis, cardiac failure, and subsequent death of this pa- 
tient. Encysted nematodes were found in skeletal muscle at 
postmortem examination. The myocardial sections revealed a 
focal type of myocarditis, which has been previously reported 
in trichinosis cases of this type. The bundle branch block could 
well be caused by trichinosis. It is known from the studies of 
Spink, Solarz, and others who have studied cardiac manifesta- 
tions in trichinosis with electrocardiograms, that interventricular 
conduction defects have occurred and that these defects have 
persisted even in recovered patients. Some authorities feel that 
myocarditis is caused by migration of the larvae through the 
myocardium and that a fixed tissue reaction is set up by the 
antigenic factors of T. spiralis. 


Clinical and Pathological Considerations of Some Cases of 
Pieurodynia of a Sporadic Type. P. Giacchetti. Minerva med. 
45:76-81 (July 7) 1954 (In Italian) [Turin, Italy]. 


Pleurodynia is a myositic or myalgic process restricted to the 
muscles of the chest, less frequently to those of the abdomen, 
and characterized by sudden onset of violent pain, which in- 
creases with the slightest movement of the involved muscles. 
The condition is of infectious nature and is often accompanied 
by slight pleural reactions that are not, however, responsible 
for the pain, which is always of a frank muscular nature. The 
cause of this condition remains obscure. Recently Findlay and 
his associates observed that Coxsackie virus 2 was present in 
patients with pleurodynia, and other authors seem to think that 
this can be the causative factor of the disease. Giacchetti ques- 
tions whether each case of sporadic pleurodynia should be 
ascribed to the Coxsackie 2. On the basis of his experience with 
three patients at the hospital of Ancona he is of the opinion 
that other nonmyotropic infections may become the direct cause 
of the most typical picture of pleurodynia. The clinical picture 
was similar in his three patients. There was a sudden onset of 
pain in the chest of one and in the chest and abdomen of the 
others. The myalgia appeared during an attack of high fever, 
with slight signs of pleural reaction in all and a focus of slight 
atypical pneumonia in one and meningism in the other two. 
Although the picture was typical of pleurodynia, the presence 
of Q fever was diagnosed in two patients and confirmed in one 
of them by the complement-fixation test. An attenuated form 
of an endemoepidemic neurotropic infection, probably of viral 
origin, that was present in the province of Ancona was diagnosed 
in the third patient. Thus, the author justifies his concept that 
pleurodynia of a sporadic type may have multiple causes. 


Treatment of Exophthalmic Goiter. S. F. Haines. New York 
J. Med. 54:2175-2179 (Aug. 1) 1954 [New York]. 


Haines discusses three therapeutic methods: (1) thyroidec- 
tomy after preparation with either strong iodine (Lugol’s solu- 
tion) or antithyroid drugs; (2) use of antithyroid drugs alone; 
and (3) use of radioactive iodine. Because of the comparative 
newness of the latter two methods, attitudes regarding them 
are constantly changing. Surgical treatment of hyperthyroidism 
has the advantage of greatest speed of control of hyperthyroid- 
ism and in suitable cases involves minimal risk and a low in- 
cidence of recurrence. Antithyroid drugs provide less rapid 
control than do surgical measures and avoid the risk of mor- 
tality and morbidity inherent in surgical treatment but are not 
so effective as either surgery or radioiodine. Radioiodine is less 
rapid than operative therapy and is more frequently effective 
than antithyroid drugs; however, uncertainty remains about the 
possibility of its carcinogenic effect. Each of the three methods 
is applicable in certain cases. The author and his colleagues 
of the Mayo Clinic favor the following program, which is modi- 
fied to fit special circumstances and additions to knowledge of 
the disease and methods of treatment: 1. Patients who have mild 
or moderate forms of exophthalmic goiter and who are less 
than 50 years of age can be treated with strong iodine solution 
and surgical resection of the thyroid. 2. Patients who have 


- severe hyperthyroidism that is otherwise uncomplicated and who 


are less than 50 years of age can be treated effectively with 
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propylthiouracil, strong iodine solution, and surgical TeSection 
3. Patients more than 50 years of age, those who have Severe 
complicating disease, those who have recurrent exophthalmic 
goiter after previous resection, and those who have extreme 
small glands appear to be suitable for treatment with ale 
iodine. Concern about the carcinogenic effect of Tadioiodine 
varies greatly in the minds of different investigators. The ,}. 
sence of any reports of carcinoma developing in the thyroid 
of patients previously treated with radioiodine is Te assuring 
Carcinoma has been found in nodules in the thyroid of patien 
previously treated with radioiodine, but only in nodules thy 
had been present prior to the treatment. This fact is not a cop, 
demnation of radioiodine but of treatment by radioiodine of 
patients whose thyroid contains nodules. 


Diphtheria: A Study of 1,433 Cases Observed During a Te). 
Year Period at the Los Angeles County Hospital. M. J. Naiditc) 
and A, G. Bower. Am. J. Med. 17:229-245 (Aug.) 1954 [New 
York]. 


This paper presents an analysis of 1,433 patients with diph. 
theria admitted to the communicable disease unit of the Lo 
Angeles County Hospital during the 10 years ending June, 1959 
and a comparative study of the relevant literature on this dis. 
ease. The diagnosis of diphtheria was proved bacteriologically, 
A history of previous attacks of diphtheria was obtained from 
14 patients. The incidence in males was 54%; and the incidence 
in patients less than 10 years of age was 57.7%. The mortality 
rate in this series was 9.6%. Higher mortality rates were noted 
in patients less than 5 and over 30 years of age; in males as 
contrasted to females (11.6 and 7.2%, respectively), especially 
in the older age group; in patients with increasing delay in 
therapy; in chronic alcoholics (29.3% in 58 patients): and jn 
patients with more extensive organic involvement. Treatment, 
both specific and general, was the same as described in earlier 
reports. The dosage of diphtheria antitoxin varied from 20,000 
to 86,000 units, the amount and method of administration being 
determined by the extent of the diphtheritic process, duration 
of illness, and toxicity. Intubation was performed in only two 
patients. It has been replaced by tracheotomy in patients with 
laryngeal or tracheobronchial obstruction and those with 
marked bull-neck involvement. The need for tracheotomy was 
slightly greater in younger than in older patients. Of 193 pz 
tients who had trachectomy 77 died, a 39.9% mortality rate. 
Among 134 patients with bull-neck involvement 51 tracheoto- 
mies were performed, with a fatality rate of 37.3%. Among 232 
patients with laryngeal involvement 110 had tracheotomy, with 
34 dying (30.9%). Twenty-nine of 39 patients with both laryn- 
geal and bull-neck involvement required artificial airways. The 
mortality rate in these 29 patients was 82.7%. Tracheotomy 
caused complications, such as wound infections, mediastinitis, 
emphysema, or pneumothorax, in 2! patients. About half of all 
patients were given penicillin in addition to diphtheria antitoxin, 
but no appreciable clinicai difference was noted between patients 
who received penicillin and those who did not. Diphtheria is 
by no means extinct, even in communities with immunization 
programs; moreover, violent epidemic outbreaks are occurring, 
which involve a large proportion of persons over 15 years of 
age and result in high death rates. 


Respiratory Insufficiency After Pneumonectomy. J. Friend. 
Lancet 2:260-262 (Aug. 7) 1954 [London, England]. 


Respiratory insufficiency is a dangerous sequel to pneumor- 
ectomy and occurs despite the most careful clinical selection of 
patients for operation. It is sometimes fatal soon after opera 
tion or may lead to severe breathlessness for the remaindet 
of the patient’s life. The investigations reported here tried (0 
ascertain the cause of the respiratory insufficiency after pnev- 
monectomy and to evaluate laboratory tests of ventilatory func- 
tion in assessing the likelihood of the occurrence of this 
postoperative complication. The investigations were made 0 
15 men, whose ventilatory function was studied before opera 
tion and two weeks, three months, and six months after pneu 
monectomy. The left lung was removed in seven patients, and 
the right lung in the eight others. It was found that the contr? 
lateral lung increases in volume after pneumonectomy, but the 
overinflation does not progress beyond three months after the 
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operation. Since there is no evidence of the development of 
emphysema and no suggestion that the overinflation causes a 
rogressive loss of ventilatory function, there seems to be no 
need to prevent or correct this overinflation. When respiratory 
insufficiency followed pneumonectomy in these patients it was 
associated with a coincident chronic bronchitis that had in itself 
reduced the respiratory reserve so much that the loss of a lung 
precipitated gross insufficiency. A clinical attempt to predict 
postoperative respiratory insufficiency may be made more exact 
by estimation of the maximum breathing capacity, which is of 
value for two reasons: 1. If the result is greater than 50% of 
normal the patient will probably not be breathless after pneu- 
monectomy. 2. If the result is less than 50% of normal and the 
patient has a history of chronic bronchitis the risk of severe 
postoperative dyspnea must be considered. 


Chronic Duodenal Heus. E. M. Canlas. Missouri Med. 51:649- 
652 (Aug.) 1954 [St. Louis]. 


Canlas reports two cases of chronic duodenal ileus, a con- 
dition in which the transverse part of the duodenum is com- 
pressed by the root of the superior mesentery artery, vein, and 
nerve, producing intermittent delay in the passage of the duo- 
denal contents. Roentgenologic examination reveals dilation of 
the duodenum and duodenal retention of barium beyond the 
normal time. Both patients had these roentgenologic signs, one 
also had a gastric ulcer. In the first patient exploratory lapa- 
rotomy and duodenotomy were performed and were followed 
by an uneventful recovery. A postoperative gastrointestinal study 
revealed practically the same conditions as existed before. Medi- 
cal treatment was then continued, together with abdominal and 
postural exercises. Under this regimen the patient remained 
asymptomatic. The second patient was relieved by an ulcer 
regimen with methantheline (Banthine) bromide. Surgery was 
recommended because of the abnormal findings in the duodenum 
and gastric ulcer. A subtotal gastric resection with posterior 
gastrojejunostomy was done. Postoperative upper gastrointesti- 
nal study again revealed a dilated duodenum. The author feels 
that medical management of duodenal ileus gives better results 
than surgical procedures. Plain film of abdomen and upper 
gastrointestinal study is the only means of making a diagnosis 
of duodenal ileus. Upper gastrointestinal study is not contra- 
indicated even if the patient has symptoms of intestinal obstruc- 
tion, such as vomiting and abdominal pain. The author found 
no mention in the literature of the plain film of the abdomen 
as one of the most important diagnostic aids in chronic duodenal 
ileus. 


Addison’s Disease Without Tuberculosis of Adrenal Giands: A 
Report of Four Cases Caused by Syphilitic Gumma, Metastases 
of Bronchogenic Carcinoma, and Atrophy of Adrenal Glands. 
J. da Silva Horta. Gaz. méd. port. 7:52-62 (No. 1) 1954 (In 
Portuguese) [Lisbon, Portugal]. 


The author reviews cases of adrenal cortical hypofunction 
(Addison’s disease) of nontuberculous cause reported in the 
literature. He reports results of anatomicopathological observa- 
tions made on the bodies of four patients who died from adrenal 
cortical hypofunction caused by bilateral syphilitic gumma, 
bilateral metastases of bronchogenic carcinoma, and atrophy of 
the adrenal glands. Tuberculous lesions were found in none of 
the structures. The first patient, a man with syphilis, died a 
few hours after administration of an injection of neoarsphena- 
mine. Syphilitic lesions in the renal hilus and in the retroperi- 
toneal lymph nodes and complete necrosis of the adrenal glands 
were observed. The adrenal and cortical structures were recog- 
nizable. The reticular fibers were shown by the silver impregna- 
tion method of histological preparations. In the second patient, 
bilateral metastases of bronchogenic carcinoma caused complete 
destruction of the adrenal parenchyma, as shown in preparations 
stained with hematoxylin-eosin. In the third patient, cytotoxic 
atrophy of the adrenal glands caused thickening of the con- 
nective tissues of the thyroids, the parathyroids, and the hypoph- 
ysis, similar to that observed in cases of multiple sclerosis of 
the ductless glands. With the exception of the thickening of 
the connective tissues, the hypophysial changes in this patient 
Were typical of adrenal cortical hypofunction, with a great 
decrease in normal basophilic cells. The fourth patient was 
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a child 7 years old with hypoplasia of the adrenal glands. The 
adrenal tissues had been transformed into fibrous or adiposal- 
glandular tissue. The adiposal-glandular tissue surrounded the 
glands and contacted the deformed, overdeveloped capillary 
vessels of the structures, giving the adrenal glands the aspect 
of ductless glands. The author believes that adrenal insufficiency 
elicits migration of cells derived from the coelom, which accumu- 
late and form an adrenal-like tissue in the adrenal glands and 
about them in an attempt to counterbalance adrenal insufficiency. 


Actinomycosis of Liver with Colisepsis: Clinicopathological 
Aspects. J. H. Pannekoek. Nederl. tijdschr. geneesk. 98:1754- 
1761 (June 26) 1954 (In Dutch) [Amsterdam, Netherlands]. 


The case presented by Pannekoek concerned an 18-year-old 
farmer who had become ill with fever, chills, abdominal pains, 
and diarrhea three weeks prior to hospitalization. High tem- 
peratures persisted and examination of the blood revealed in- 
creasing anemia. Blood transfusions, penicillin, and streptomy- 
cin were given, but when blood culture yielded Escherichia coli 
communis, which proved resistant to penicillin, moderately re- 
sistant to chloramephencol (Chloromycetin) and chlortetra- 
cycline (Aureomycin), but sensitive to sulfonamides, streptomy- 
cin, and oxytetracycline (Terramycin), penicillin therapy was 
discontinued, and a triple sulfonamide preparation was given. 
In addition to this the patient first received chlortetracycline and 
later oxytetracycline, but none of these were effective. A sub- 
phrenic abscess and exudative pleurisy developed. The patient 
died despite drainage and treatment with antibiotics. Culture of 
the pleural exudate yielded Actinomyces, Esch. coli, as well 
as tubercle bacilli. Although it cannot be definitely proved, the 
author believes that the perforation of a small duodenal actino- 
mycetic abscess caused the actinomycosis of the liver. 


Raynaud’s Phenomenon in Workers with Vibratory Tools. R. P. 
Jepson. Brit. J. Indust. Med. 11:180-185 (July) 1954 [London, 
England]. 


When studies were made on 41 patients in whom Raynaud's 
phenomenon was alleged to have been caused by the use of 
vibratory tools, 7 were found in whom the symptoms were 
caused by general systemic disease totally unconnected with the 
use of vibratory tools. The value of tests was limited by false 
positive and negative results in patients and normal controls. 
The diagnosis of Raynaud’s phenomenon caused by vibratory 
tools must therefore at present be made on clinical grounds. 
The use of some forms of vibratory tool leads to a much higher 
incidence of Raynaud’s phenomenon with earlier onset than 
does the use of other tools. In all trades investigated the onset 
was earlier and more severe in fingers to which most vibration 
is transmitted. For example (in right-handed workers) the flex- 
driven grinding machine is gripped and guided near the grind- 
ing end by the little, ring, and middle fingers of the left hand, 
and it was in these fingers that Raynaud’s phenomenon de- 
veloped first. The pathological process that the high frequency 
physical trauma produces is unknown. The absence of nutri- 
tional lesions in the vibratory tool form of Raynaud’s phenome- 
non suggests that the abnormality is confined to the muscle of 
the media and does not include endothelial proliferation with 
encroachment on the lumen. The severity of the Raynaud's 
phenomenon reaches a maximum within a few years of its first 
appearance, and further exposure does not apparently change 
its severity. There is little evidence to suggest that Raynaud's 


_ phenomenon, once established, will disappear or appreciably 


abate in severity even though the patient abstains from the 
causative employment. Raynaud’s phenomenon rarely interferes 
to a marked degree with the patient’s work. It may, however, 
limit the enjoyment of leisure activities by reason of numb or 
painful fingers. 


Hepatomegaly Associated with Scleroderma in the Picture of 
Diseases of the Mesenchyma. C. Massimo. Minerva med. 
45:63-66 (July 7) 1954 (In Italian) [Turin, Italy]. 


A 45-year-old woman with scleroderma that had developed 
after delivery 10 years earlier was hospitalized because of dis- 
turbances ascribed to the liver and spleen, both of which were 
greatly enlarged. Splenectomy was performed and histological 
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studies made. A diagnosis of fibroadenia of Banti’s type was 
established. Massimo discusses the case in the light of possible 
inclusion of hepatosplenomegaly in the picture of scleroderma. 
According to the latest concepts, scleroderma is a disease that, 
because of its characteristics, should be included among the 
diseases of the mesenchyma. It is not surprising, therefore, to 
find it associated with involvement of one or more organs, espe- 
cially of the liver and spleen, which are anatomically rich in 
mesenchymal tissue. In this case a fibroadenia was associated 
with scleroderma. Histopathological alterations of fibroadenic 
conditions in general and those of sclerodermic processes are 
similar, if not identical. In both of these conditions the essential 
findings are foci of perivascular exudation with deposition of a 
substance of probable collagen nature. In both, the perivascular 
alterations evolve toward sclerosis with strangulation of the 
impaired vessel and its obliteration. One of the important recent 
concepts regarding diseases of the mesenchyma is that they are 
of a constitutionally predisposed type. The predisposing elements 
are identified in a diathesis of varied reactivity and are hereditary, 
although there may also be acquired factors that produce the 
specific diathesis responsible for the types assumed by the various 
dysergic manifestations during their evolution. On the basis of 
these new concepts the author feels that the hepatosplenomegaly 
should be included in the picture of scleroderma. The fact that 
hepatosplenomegaly has not been reported in the literature in 
connection with scleroderma is ascribed to the newness of these 
concepts regarding mesenchymal diseases. 


Influence of Sex Hormones on Bony Changes Occurring in 
Paralyzed Limbs. J. A. Gillespie. J. Endocrin. 11:66-70 (July) 
1954 [London, England]. 


Gillespie describes experiments undertaken to study more 
fully the changes occurring in the physical properties of the 
bones of normal and paralyzed limbs after treatment with 
estradiol and testosterone. Paralysis produced in young male 
rats by avulsion of peripheral nerves resulted in a highly sig- 
nificant reduction in the total weight, ash weight, ash percentage, 
x-ray density, and bending moment at the breaking point of the 
bones of the affected limb. The breaking stress was significantly 
reduced, but Young’s modulus of elasticity was unaltered. Cer- 
tain of these changes were modified by treatment with sex hor- 
mones. Both estradiol and testosterone significantly reduced the 
difference between the bones of the normal and paralyzed limbs 
in respect to total weight, ash weight, and bending moment at 
the breaking point. Sex hormones may prove to be of clinical 
value in reducing the bone atrophy occurring in paralyzed or 
disused limbs. The reduction of the difference in total weight, 
ash weight, and bending moment at the breaking point between 
the bones of normal and paralyzed limbs, which was brought 
about by treatment with both estradiol and testosterone, is best 
explained on the assumption that these hormones have a quanti- 
tatively greater effect on the bones of the paralyzed limb. This 
is possibly due to a difference in the response of the smooth 
muscle of normal and denervated arteries to sex hormones, so 
that a relatively greater flow of blood (and hormone) reaches 
the paralyzed limb. If this is the case, the quantitative differ- 
ence in effect should not occur in bone atrophy due to disuse 
alone, with the nerves intact. This remains to be investigated. 
As estradiol has been shown in the present experiments to pro- 
mote calcium retention in the bones of both paralyzed and 
normal limbs, as indicated by the rise in the ash percentage, it 
may be of use in reducing atrophy in the bones of disused limbs, 
whether paralyzed or not. 


Chronic Disease and Vitamin C. L. J. Cass, W. S. Frederik and 
J. D. Cohen. Geriatrics 9:375-380 (Aug.) 1954 [Minneapolis]. 


Elderly patients in a chronic disease hospital, on an institu- 
tional diet with little fresh fruit, were found to have a whole 
blood vitamin C level averaging 0.35 mg. per 100 cc. One hun- 
dred forty persons formed the basis of this study; 39 had 
arthritis, 25 diabetes mellitus, and 12 multiple sclerosis. The 
rest were ambulatory and were considered as controls. Eight 
ounces of orange juice daily raised the vitamin C level to 1.52 
mg. per 100 cc. Aspirin, in a dosage of 1.5 mg. daily for one 
month, did not lower ascorbic acid levels. Whole blood and 
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plasma levels approximated each other closely. Except in markeg 
scurvy, there is no gain in determining buffy coat levels for 
routine use. Buffy values averaged 21 times those of whole blood 
Average sedimentation rates were above normal. The blood 
cholesterol values in these elderly patients with chronic disease 
picked at random, were within normal limits. Arthritic patients 
receiving a high vitamin C intake showed no significant Changes 
in joint swelling and mobility but did show a significant de. 
crease in pain and some improvement in well-being and appe- 
tite. Of the 12 patients with multiple sclerosis, treated with large 
doses of vitamin C, the majority showed subjective and Objec- 
tive improvement; this could not be properly evaluated because 
of the emotional factor involved, but the question warrants 
further investigation. Four grams of vitamin C given daily for 
as long as three months did not show any toxic effects. 


Splenectomy in Far-Advanced Hodgkin’s Disease: Report of 
Five Cases. M. P. Sykes, D. A. Karnofsky, G. P. McNeer and 
L. F. Craver. Blood 9:824-836 (Aug.) 1954 [New York]. 


Sykes and associates performed splenectomy in five patients 
with far-advanced Hodgkin’s disease and with evidence of 
hematopoietic failure. They wanted to determine whether: (1) 
the course of the disease could be modified, (2) the hemato- 
logical picture improved, and (3) responsiveness to nitrogen 
mustard or x-ray therapy restored. These patients showed a 
transient slight improvement in their hematological status, but 
the course of the disease possibly was accelerated, and the 
patients all died within-13 weeks, without showing renewed 
or increased responsiveness to therapy. On the basis of these 
observations and a review of 30 cases from the literature, it is 
concluded that splenectomy is not a useful procedure in Hodg- 
kin’s disease, except for certain specific indications. These may 
be: (1) an apparently solitary splenic tumor; (2) acquired 
hemolytic anemia, although this process may be better controlled 
in some cases by treating the underlying Hodgkin’s disease with 
x-rays, nitrogen mustard, or triethylene melamine; (3) thrombo- 
cytopenic purpura, which appears to be more profound than 
is to be expected from the severity and extent of Hodgkin’s dis- 
ease; and (4) hypersplenism. In the vast majority of patients with 
Hodgkin’s disease hematopoietic depression cannot be attributed 
to overactivity or malfunction of the spleen. 


Cor Pulmonale: A Consideration of Clinical and Autopsy Find- 
ings. I. Walzer and T. T. Frost. Dis. Chest 26:192-198 (Aug) 
1954 [Chicago]. 


Of a total of 174 patients who were treated and died at the 
Veterans Administration Center in Whipple, Ariz. and on whom 
necropsies were performed, a significant degree of cardiac ab- 
normality was observed in 106. In only 54 of the 106 was a 
pathological diagnosis of cor pulmonale made. It was based on 
the presence of right ventricular hypertrophy, the absence of 
significant intrinsic cardiac disease, and the presence of suffi- 
cient pulmonary disease to act as a causative factor. Of these 
54 patients, 32 had pulmonary tuberculosis and 22 had non- 
tuberculous pulmonary disease, chiefly emphysema. A clinical 
diagnosis of cor pulmonale was made in only 21 of the 54 
patients, 13 of whom were in cardiac failure before death. 
Chronic cor pulmonale, therefore, is much more frequently ob- 
served at necropsy than the clinical diagnosis would indicate. 
In the patient with obvious right heart failure with edema, dis- 
tended neck veins, ascites, hepatomegaly, and cyanosis, the diag- 
nosis of cor pulmonale may be made readily. In the absence 
of heart failure the heart size is likely to be normal, and enlarge- 
ment of the various portions of the heart cannot be determined 
by physical examination in the patient with severe chronic pul- 
monary disease. The presence of an accentuated pulmonary 
second sound and a forceful subxiphoid pulse should be viewed 
with suspicion. In the absence of cardiac failure circulation time 
is normal. The cardiac rhythm is usually normal whether the 
patient is in failure or not. Roentgenographic findings are of 
considerable value in the diagnosis of cor pulmonale prior to 
the onset of failure in patients with emphysema. Enlargement 
of the pulmonary conus is frequently the first indication of 
cardiac enlargement. With the routine use of 13 leads, the elec- 
trocardiogram is of great value in the diagnosis of right ven- 
tricular hypertrophy. The characteristic findings consist of high 
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p-waves in leads over the right precordium, and deep S-waves 
in leads over the left precordium; depression of the ST-interval 
and T-wave inversions over the right side of the heart are also 
of considerable diagnostic value. It has been the authors’ ex- 
perience that the electrocardiogram will show evidence of right 
ventricular hypertrophy before it can be seen by x-ray exami- 
nation. Awareness of the situation in which cor pulmonale is 
particularly prevalent and the use of appropriate diagnostic 
study should make clinical appraisal of the patient more accurate 
and lead to more effective treatment and more intelligent 
prognosis. 


Varying Clinical Patterns of Pulmonary Infarction. K. G. Nix 
and S. H. McDonnieal. J. Louisiana M. Soc. 106:293-300 (Aug.) 
1954 [New Orleans]. 


Nix and McDonnieal selected from several hundred cases of 
pulmonary infarction 79 in which the diagnosis of pulmonary 
embolism and infarction was established either by clinical or 
postmortem examination. The pattern accepted as typical was 
rarely observed. Dyspnea, tachycardia, sudden pleuritic chest 
pain, fever, and cough were the important clinical features in 
this group. Shock was always seen when a major pulmonary 
artery was massively occluded, but it was found in only half 
the patients. Hemoptysis, pleural friction rub, and leg signs were 
frequently absent. When they were present they served as strong 
confirmatory evidence of pulmonary infarction. Radiological 
examination is of little help, since the triangular shaped shadow 
regarded as typical is rarely encountered. The differential diagno- 
sis of pulmonary infarction is difficult because of the many clin- 
ical syndromes that may be simulated. The most important con- 
dition that must be differentiated from acute pulmonary infarc- 
tion is posterior myocardial infarction. Early recognition of a 
focus of thromboembolic disease and prompt institution of medi- 
cal and/or surgical therapy can often prevent fatal. pulmonary 
infarction. The value of anticoagulant therapy is well recog- 
nized. Only 19 of the 79 patients received anticoagulants. There 
were 14 survivals and 5 deaths in this group. The mortality 
rate was higher in the group not receiving anticoagulants. It 
must be remembered, however, that anticoagulants often cause 
serious hemorrhagic complications. Adequate laboratory facili- 
ties are mandatory in anticoagulant therapy. Venous ligation is 
effective in preventing further emboli from reaching the lungs 
from leg and pelvic veins. Good nursing care and proper diet 
are essential. Antibiotics proved important in the prevention of 
concomitant pneumonia, secondary lung abscess, empyema, and 
septicemia. 


Antibiotic Therapy of Bacterial Endocarditis: VI. Subacute 
Enterococcal Endocarditis: Clinical, Pathologic and Thera- 
peutic Consideration of 33 Cases. J. E. Geraci and W. J. Martin. 
Circulation 10:173-194 (Aug.) 1954 [New York]. 


In vitro sensitivity tests with penicillin, dihydrostreptomycin, 
and other antibiotics were carried out on the strains of entero- 
cocci isolated from 31 of 33 patients with enterococcic endo- 
carditis admitted to the Mayo Clinic between January, 1944, 
and December, 1953. Penicillin and dihydrostreptomycin con- 
stituted the most effective pair of antibiotics in the cure of 
enterococcic endocarditis. The addition of erythromycin or 
bacitracin to the penicillin-dihydrostreptomycin combination 
did not give any greater bactericidal effect. Thirty-one of the 
33 patients were treated with antibiotics. Sixteen patients (48%) 
died from their infection or from complications of active endo- 
carditis. Seven (22%) of the treated patients were cured with 
penicillin alone. Of the 16 patients seen in the last three years, 
4died, giving a cure rate of 75%. However, two of these patients 
died without being given antibiotic therapy, and two died from 
cerebral embolism while they were under adequate combined 
antibiotic therapy. Hence, the corrected cure rate was 86% (12 
of 14 patients). Ten of these patients were cured with combined 
Fenicillin-dihydrostreptomycin therapy, consisting of 6,000,000 
‘0 50,000,000 units of aqueous crystalline penicillin per day 
by continuous intravenous drip for 4 to 10 weeks and 1 to 2 
gm. of dihydrostreptomycin sulfate per day for a similar period; 
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the remaining two patients were cured with penicillin alone in 
doses of 7,000,000 units per day for 70 days, and of 12,000,000 
units per day for eight weeks, respectively. The cure rate in 
enterococcic endocarditis now approximates that obtained in 
endocarditis caused by penicillin-sensitive streptococci. Probene- 
cid was given to six patients and was of apparent value in ele- 
vating the blood level of penicillin in three of these patients 
who received combined treatment with penicillin and dihydro- 
streptomycin; in the other three patients use of this drug had 
to be discontinued because of severe epigastric distress and 
heartburn. Therapy of enterococcic endocarditis should be in- 
dividualized. The daily dosage of penicillin and the duration of 
therapy should be governed by the results of bactericidal tests 
in which the patient’s serum containing the antibiotics is em- 
ployed against the patient’s strain of enterococcus. A greater num- 
ber of cures will be achieved in this way. Inasmuch as entercoccic 
endocarditis follows urologic procedures quite frequently (in 16 
of the 33 patients the enterococcic infection resulted from trans- 
urethral operations or instrumentation), it is recommended that 
all such patients be given 1,000,000 units of penicillin and 1 
gm. of streptomycin or dihydrostreptomycin every 12 hours be- 
ginning the day before the surgical intervention and continuing 
postoperatively until the day after the urethral catheter has 
been removed. Enterococcic or other forms of endocarditis were 
not observed by the authors when this antibiotic prophylactic 
program had been followed in patients with or without a heart 
murmur. The authors’ data indicate that in more than half of 
their patients with enterococcic endocarditis apparently a nor- 
mal heart valve was attacked by the pathogenic agent. 


The Pressures of the Left Atrium and Ventricle in Mitral Sten- 
osis Before and After Commissurotomy. B.-I. Latscha, F. 
d’Allaines and J. Lenégre. Arch. mal. coeur 47:385-409 (May) 
1954 (In French) [Paris, France]. 


Mitral commissurotomy provides an opportunity, not only 
for the study of the blood pressures in the pulmonary circulation 
and the left atrium with which most hemodynamic investigations 
have hitherto been concerned, but also for that of the pressures 
in the left ventricle and the aorta, which have been largely 
neglected. The effect of commissurotomy in 70 patients from 
13 to 50 years of age was studied by comparing the left atrial, 
the left ventricular, and in some cases the aortic pressures before 
and after operation. The patients were classified in four groups: 
(1) those with pure mitral stenosis, (2) those with mitral stenosis 
and mitral insufficiency, (3) those with mitral stenosis and aortic 
insufficiency, and (4) those with mitral stenosis associated with 
mitral and aortic insufficiency. The findings in each group were 
separately analyzed, and the results showed that pure, tight, 
mitral stenosis is apparently capable of lowering the left ven- 
tricular systolic pressure and, possibly, of causing the appear- 
ance of an abnormal pressure gradient between the aorta and 
the left ventricle. The left atrial pressures, which are high in 
all forms of severe mitral stenosis, were appreciably reduced by 
commissurotomy, from 31.7 to 16.3 mm. Hg for the maximum 
and from 17.4 to 7.85 mm. Hg for the minimum. Pure or largely 
predominating mitral insufficiency, however, even though poorly 
tolerated, may be accompanied by subnormal pressures in the 
left atrium. The low systolic pressures found in the left ven- 
tricle in all forms of severe mitral stenosis, and especially in 
the pure types (average, 78.4 mm. Hg), were substantially in- 
creased after satisfactory commissurotomy, reaching an aver- 
age of 115.1 mm. Hg. The diastolic pressure in the left ven- 
tricle, on the other hand, which is generally normal except in 
cases complicated by aortic insufficiency, is not significantly 
altered. Patients in whom the predominant condition is one of 
mitral insufficiency often have high systolic pressures in the 
left ventricle. The surprising elevation of the systolic pressure 
in the aorta over that in the left ventricle found in five patients 
with tight mitral stenosis was either reduced or suppressed by 
effective commissurotomy. These hemodynamic findings are in 
accord with the anatomic data obtained by a study of the rela- 
tionship between the weight of the left and right ventricles in 
mitral stenosis and mitral insufficiency. 
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Early Results of Prolonged Streptomycin—p-Aminosalicylic 
Acid Treatment of Tuberculosis. R. S. Mitchell. 
Ann. Int. Med. 41:282-293 (Aug.) 1954 [Lancaster, Pa.]. 


Combined treatment with streptomycin and p-aminosalicylic 
acid was given to 331 patients with pulmonary tuberculosis at 
the Trudeau Sanatorium between 1949 and 1954. The extent 
of the disease was minimal in 73 patients (22%), moderately 
advanced in 205 (62%), and far advanced in 53 (16%). As a 
rule streptomycin was given in doses of 1 gm. twice weekly, 
but those on retreatment and those seriously ill received 1 gm. 
of streptomycin daily. Patients over 50 years of age received 
0.5 gm. of streptomycin daily. All patients received 9 to 12 
gm. of p-aminosalicylic acid (or 12 to 15 gm. of sodium p-amino- 
salicylate). Of the 331 patients, 31 were treated for 4 to 5 
months, 22 for 6 to 7 months, 14 for 8 to 9 months, 15 for 10 
to 11 months, 181 for 12 to 26 months, and the remaining 68 
are still receiving the drug. Early results of the prolonged com- 
bined treatment with streptomycin and p-aminosalicylic acid 
were favorable, as evidenced by disappearance of cavities and 
conversion of culture from sputum or gastric washing. Fifty-nine 
patients (18%) were therapeutic failures, for any of the follow- 
ing reasons: presence of cavity eight or more months after the 
institution of the treatment, sputum culture positive for Myco- 
bacterium tuberculosis eight or more months after start of treat- 
ment, roentgenographic evidence of spread of pulmonary tuber- 
culosis or new appearance of cavities at any time after the 
institution of the treatment, or the occurrence or relapse of extra- 
pulmonary tuberculosis after the beginning of the treatment. 
It seems that success of original, combined treatment with strep- 
tomycin and p-aminosalicylic acid is at least partly dependent 
on the avoidance of interruptions in treatment, the extent of the 
lesion, and prolonged administration of the drugs. If a cavity 
is going to disappear in the course of prolonged combined treat- 
ment it is apt to do so within six to eight months; if cultures 
are going to convert, they are apt to do so within five to six 
months. Pretreatment with p-aminosalicylic acid and in vitro 
resistance to p-aminosalicylic acid have just as adverse an 
influence on results of prolonged combined retreatment with 
streptomycin and p-aminosalicylic acid as pretreatment with 
streptomycin and in vitro resistance to streptomycin. 


Further Observations on Patients with Severe Hypertension 
Subjected to Adrenal Resection and Sympathectomy. W. A. 
Jeffers, H. A. Zintel, A. G. Hills and others. Ann. Int. Med. 
41:221-231 (Aug.) 1954 [Lancaster, Pa.]. 


Of 125 patients with severe hypertension who submitted to 
various types of adrenalectomy and sympathectomy, 96 survived 
and were followed for periods of less than six months to four 
years; 29 patients (23%) did not survive. Death resulted from 
stroke in 16. Results obtained in the 96 survivors showed that 
in selecting patients for surgical intervention the previously 
chosen criteria are still valid. Average diastolic pressure of 120 
mm. Hg or more, failure to respond to intensive medical therapy, 
and evidence of progressive damage to the heart, kidneys, brain, 
or eyes, are the three indications that should all be present 
before operation is resorted to. Surgical intervention is contra- 
indicated (1) in patients with impaired renal function with ex- 
cretion of less than 20% of phenolsulfonphthalein 15 minutes 
after injection, and/or a blood urea nitrogen level of over 20 
mg. per cubic centimeter; (2) in patients with recovery from a 
stroke or coronary occlusion for less than six months; (3) in 
patients over 55 years of age; and (4) in those who are unable to 
cooperate closely after operation because of intellectual de- 
ficiency or emotional instability. The response of blood pressure 
was evaluated in 82; excellent results were obtained in 42 pa- 
tients, fair results in 23, poor results in 11, and 6 were thera- 
peutic failures. A progressive tendency for abnormalities of the 
QRS-complex and of the T-waves to revert to normal was 
observed in 37 of the 96 patients. Favorable changes in the size 
of the heart occurred in 32 patients, and a persistent decrease 
in the grade of retinopathy was observed in 44. Of 27 patients 
who had congestive heart failure before the surgical interven- 
tion, 16 survived, and all of them continued to do well without 
salt restriction, administration of digitalis, or other diuretic 
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measures. Of 24 patients who had angina pectoris before the 
operation, 17 were relieved of this symptom. In 36 of the 5] 
patients who had headache before the operation, this symptom 
disappeared after the operation. Unequivocal improvement in 
renal function was not observed among the patients after Opera- 
tion. As measured by phenolsulfonphthalein tests and blood 
urea nitrogen, progressive impairment occurred Occasionally 
and that without regard to the postoperative response of the 
blood pressure. Of 57 patients subjected to subtotal adrenalec. 
tomy, 15 (26%) now do not require adrenocortical replace. 
ment therapy. Regeneration of the remaining adrenal fragmen 
apparently has not occurred in these patients. Patients subjected 
to total adrenalectomy require replacement therapy Consisting 
of 25 to 50 mg. of cortisone, 2 mg. of desoxycorticosterone 
acetate, and 3 to 6 gm. of sodium chloride daily. A tendency 
toward progressive gain of weight with such a regimen makes 
it desirable to explore the use of other agents and dosage sched. 
ules, Late sequelae of the operation consisted of intolerance 
to cold in 19, mild Raynaud’s phenomenon in 18, pigmentation 
of skin in 21, and failure of ejaculation in 15 male patients, of 
15 patients who had persistent and pronounced rise of blood 
pressure postoperatively, 7 showed improvement while receiy. 
ing protoveratrine, hydralazine (Apresoline) hydrochloride, and 
reserpine. Adrenalectomy combined with sympathectomy is an 
experimental approach that requires a well integrated medical, 
surgical, and laboratory team, and close observation of the 
patients throughout the entire postoperative course. 


Cortisone in Ulcerative Colitis: Preliminary Report on a Thera- 
peutic Trial. S. C. Truelove and L. J. Witts. Brit. M. J. 2:375. 
378 (Aug. 14) 1954 [London, England]. 


A trial of the effect of cortisone on ulcerative colitis was 
performed in five different regions of Great Britain. Placebo 
medication was used as a control. The comparative results in 
210 patients are analyzed; 109 received cortisone and 101 the 
placebo. The attending physicians were not told of the distribv- 
tion. As judged by the over-all clinical response to treatment, 
the patients treated with cortisone enjoyed, in the aggregate, 
a clear advantage over the control group. The drug was of more 
benefit in first attacks of the disease than in relapses. The sig- 
moidoscopic and barium enema data of before and after treat- 
ment, though complete only for 120 and 51 patients, respectively, 
are in favor of the cortisone-treated group. Although neither 
difference is statistically significant, resort to ileostomy because 
of failure of medical treatment and death during the six week 
period of treatment or shortly thereafter were both commoner 
among the patients of the control group. It is concluded that 
cortisone exerts a beneficial influence on the outcome of an 
acute attack of ulcerative colitis; whether or not the drug has 
a lasting effect on this disease remains to be seen. It seems likely 
that some patients will require continuous cortisone therapy, if 
such is feasible. 


Prognosis of Permanent Arterial Hypertension. P. Etienne-Mar- 
tin. Semaine hép. Paris 30:2859-2866 (July 26-30) 1954 (In 
French) [Paris, France]. 


The four stages in the development of hypertension recog- 
nized by the author are based on the clinical picture correspond- 
ing to certain anatomic arterial lesions. His classification differs, 
therefore, from those that are based solely on the extent of 
the retinal vascular injuries without regard to the vascular status 
of other organs. Stage 1 is characterized by hypertonia; stage 
2 by benign arterial hypertension (benign vasculitis); stage 3 
by severe arterial hypertension (severe vasculitis); and stage 4 by 
malignant hypertension (malignant vasculitis). The prognosis in 
arterial hypertension varies according to the stage of the dis- 
ease in the three organs chiefly affected (the brain, heart, and 
kidneys). The prospects for patients whose disease is limited to 
stage 2, i. e., those with benign vasculitis in the brain, heart, 
and kidneys are often not unfavorable. Statistics show that 4 


the end of 10 years the chances that such patients will present’ 


severe hypertension are only one in three. The presence of severe 
vasculitis in any one of the three organs mentioned, howeve!, 
renders the prognosis correspondingly grave. Severe hypertensive 
nephroangiosclerosis is exceptional, occurring in only about 
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10% of the patients in stage 3, but severe involvement of the 
brain or the heart will invariably be found in the other 90%. 
The whole problem of determining the prognosis of patients 
seen in stages 1 and 2 consists in recognizing the signs indica- 
tive of transition from benign to severe vasculitis in any of 
the regions controlled by the affected organs. Repeated exami- 
nations, including blood pressure determinations and functional 
tests, will usually show the clinician when the patient is in danger 
of passing from one stage to another, and his further prognosis 
will then depend largely on the treatment given. Medical treat- 
ment alone cannot arrest the progress of the disease, although 
certain drugs have proved useful in relieving subjective symp- 
toms and lowering the blood pressure to some extent. Surgical 
treatment, on the other hand, though it touches neither the cause 
nor the objective manifestations of the disease, is apparently 
capable of ameliorating its course. The best results are obtained 
by combining adrenalectomy with splanchnicectomy, probably 
because, though the adrenal gland may not be a primary factor 
in the development of arterial hypertension, the secretion of 
desoxycorticosterone acetate, which it controls, seems to play 
an essential part in the process. 


Some Observations on the Treatment of Ulcerative Colitis with 
ACTH. A. P. Dick and A. G. Beckett. Brit. M. J. 2:378-383 
(Aug. 14) 1954 [London, England]. 


The literature on the use of corticotropin (ACTH) in ulcera- 
tive colitis is reviewed and 14 patients so treated are reported 
on. In seven patients the beginning of a complete remission 
coincided with the administration of corticotropin. In four pa- 
tients a varying degree of maintained improvement occurred. 
Transient improvement of slight degree was noted in three 
patients. Dramatic changes often occur in ulcerative colitis on 
the administration of corticotropin; they are: remarkable sub- 
jective improvement, euphoria, increase in appetite, and decrease 
in fever. These, together with improvement in the general con- 
dition of the patient, precede any change in intestinal function 
or intestinal mucosa, when the latter does occur. Corticotropin 
has a definite place in the management of ulcerative colitis. It 
is not to be used in mild cases. It is most helpful in acute cases 
of fairly recent onset with severe inflammatory changes in the 
mucosa or with severe constitutional disturbance. It offers much 
less hope of permanent benefit in long-standing chronic cases 
with fibrotic changes in the colon, although it may help to tide 
the patient over an acute exacerbation of the condition. It seems 
that in some recent cases, corticotropin may help to initiate the 
process of recovery, which may become complete. In others it 
may be of use in improving the patient’s condition sufficiently 
to allow elective surgery. In a severe fulminating case, the pos- 
sibility of benefit from this therapy must not be allowed to lead 
to undue postponement of surgical treatment, although recovery 
from ulcerative colitis is sometimes so unexpected and complete 
that the irreversible procedure of ileostomy and colectomy should 
not be undertaken until it is clear that further delay might be 
fatal. 


Prophylactic Antibacterial Treatment in the Prevention of Con- 
tagious Enteritis in Children’s Homes. E. Singer. M. J. Australia 
2:129-133 (July 24) 1954 [Sydney, Australia]. 


Epidemiological studies in three institutions that care for 


. young children confirmed the beneficial effect of early treat- 


ment with antibiotics on enteric infections in individual cases. 
It reduced the severity of the disease and the rate of hospitali- 
zation. The drugs used were chloramphenicol, chlortetracycline, 
and sulfadiazine. No untoward side-effects were observed. This 
treatment had no marked effect on the spread of infection to 
other children in the same home, which fact was not unexpected, 
since, in most instances, the sources of infection were adults or 
older children. Early treatment also failed in one home to pre- 
vent endemic spread caused by unsanitary practices (failure to 
Cleanse properly thermometers that were used to take rectal 
temperatures in many patients consecutively). As treatment of 
the whole group at risk in one of the homes did not have a 
noticeable effect on the spread of the infection, mass treatment 
cannot be recommended. Infections of adults with pathogenic 


Strains of Escherichia coli appear to be common. 
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Besnier-Boeck-Schaumann Disease (Sarcoidosis): Clinical As- 
pects. S. Léfgren. Nord. med. 52:976-981 (July 15) 1954. (In 
Swedish) [Stockholm, Sweden]. 


The early stage of sarcoidosis can be studied because the 
disease may be manifested by erythema nodosum and because 
routine mass roentgen examinations reveal early as well as more 
chronic cases. The primary localization of the disease seems 
to be in the lungs and mediastinal lymph nodes, from which 
it may spread by lymph and blood ways to other organs. 
Whether accompanied by erythema nodosum or not, early sar- 
coidosis is marked by considerable enlargement of the hilar 
and paratracheal lymph nodes, possibly with roentgenologically 
visible changes in the lung parenchyma. In most erythema 
nodosum cases the hilar lymphoma regresses and even the 
parenchymal changes are usually resorbed within a year or two. 
Depending on the degree of the parenchymal changes and their 
development into fibrosis, dyspnea may appear as the dominat- 
ing symptom. The clinical picture in sarcoidosis is variable. Liver 
and spleen are often affected, the skin and bony system are 
classic localizations, and the striated muscles may become the 
seat of the disease. Uveoparotitis is a frequent early manifes- 
tation; iridocyclitis and parotitis, unilateral or bilateral, may 
occur together or separately. Localization to hypophysis with 
resulting diabetes insipidus is of special interest. In about 20% 
of the necropsy cases published there were specific infiltrations 
in the kidneys. Attention is called to the tendency to localiza- 
tion in old scars (talc granuloma). Sarcoidosis is not an unusual 
disease, and the prognosis is as a rule favorable. In 64% of 
the author’s 111 cases of erythema nodosum with primary 
pulmonary sarcoidosis recovery occurred within a year, in 92%, 
within two years, and only 8% tended to become chronic. The 
prognosis in the individual case depends mainly on the locali- 
zation. Personal observations in almost 400 cases of sarcoidosis 
afford no evidence that the disease is a special form of tuber- 
culosis. 


Diagnosis of Benign Lymphogranulomatosis (Boeck’s Sarcoid) 
with Special Regard to Localization in Lungs. K. B. Petersen 
and B. B. Jgrgensen. Ugeskr. leger 116:1101-1105 (July 29) 
1954 (In Danish) (Copenhagen, Denmark]. 


Localization of Boeck’s sarcoid to the lungs seems to be most 
frequent and most difficult to diagnose. Fourteen cases of 
pulmonary sarcoidosis, in patients aged from 20 to 40, with 
duration of the disease of from 10 months to 12 years, are 
described. The pulmonary findings were evaluated according to 
enlargement of hilus, pulmonary infiltration, and fibrous 
changes. For diagnosis, in addition to pulmonary changes, ful- 
fillment of at least one of the following conditions was required: 
positive biopsy, Heerfordt’s syndrome, or characteristic eye 
changes and characteristic bone changes. The diagnosis was most 
often confirmed by glandular biopsy. Liver biopsy seems to be 
an especially useful method of examination. Positive Kveim skin 
reaction testifies to Boeck’s sarcoid. In three patients with uni- 
lateral or predominantly unilateral pulmonary involvement, 
which was revealed only on exploratory thoracotomy, bilateral 
processes developed later; one patient with unilateral pulmo- 
nary affection presented no diagnostic difficulty as there were 
also typical cutaneous infiltrations. Malignant tumors in lungs 
and mediastinum may in the early stages be confused with 
Boeck’s sarcoid, but their course is progressive, without the 
spontaneous remissions frequent in the pulmonary form of 
Boeck’s sarcoid. Hodgkin’s disease can resemble benign lympho- 
granulomatosis, and if glandular biopsy fails there is only the 
clinical course and the greater susceptibility of malignant 
lymphogranulomatosis to roentgen irradiation to fall back on. 
The roentgenologic picture in Boeck’s sarcoid in the lungs is 
far from clear. The bone marrow is assumed to be the seat 
of the disease far oftener than the roentgenologic results indi- 
cate, Roentgenologic changes in the bones were not demonstrable 
in any of the three patients with granuloma in the bone marrow, 
and in one patient with such changes the sternal marrow was 
without specific changes. 
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SURGERY 


Evaluation of Surgical Treatment of Aortic Stenosis: 79 Cases. 
W. Likoff. J. Louisiana M. Soc. 106:287-292 (Aug.) 1954 [New 
Orleans]. 


The surgical method of correcting the commissural fusion of 
rheumatic aortic stenosis employs either an approach through 
the left ventricular chamber or the valve is reached directly 
through the root of the aorta. This study analyzes the clinical 
experiences in 79 patients treated with either procedure. The 
group included 65 males and 14 females ranging in age from 
14 to 67 years. The first of three groups included 33 patients in 
whom aortic stenosis was the only valvular lesion. Group 2 
included 36 patients in whom aortic stenosis was combined with 
other valvular lesions that were physiologically insignificant. In 
32 of these patients aortic insufficiency was the only other in- 
volvement. Group 3 consisted of 10 patients in whom aortic 
stenosis was associated with valvular lesions other than mitral 
stenosis, at least one of which was physiologically significant. 
In seven of these patients aortic insufficiency was the only other 
involvement. The operative mortality was 18.1% in group 1, 
18.7% in group 2, and 50% in group 3. The over-all mortality 
was 21.5%. The follow-up evaluation was limited to the 44 
patients who had been operated upon at least three months 
before. Great improvements were observed in the key symptoms 
of fatigability, dyspnea, and angina when compared with the 
chronic state of disability that existed under medical care. Clini- 
cal changes were accompanied by alterations in the brachial 
artery tracing and auscultatory findings that suggested improve- 
ment in valvular function. Discussing the indications and con- 
traindications to aortic commissurotomy, the author says that 
the primary indication is the presence of aortic stenosis that 
results in significant physiological changes. Any combination of 
subjective or objective manifestations of pathological physiol- 
ogy that is progressive is an indication, provided none of the 
contraindications are present. Significant aortic regurgitation and 
congestive heart failure are absolute contraindications. Addi- 
tional insignificant valvular lesions are not deterrents. Heart 
failure that responds to therapy is not a contraindication if 
gallop rhythm is not present. A significant regurgitation is the 
most important single factor contraindicating surgery for aortic 
stenosis. Until that time when regurgitation can be corrected 
simultaneously, surgery should not be performed in these pa- 
tients. The slowly progressive nature of aortic stenosis, the 
operative mortality, and the postoperative complications are rea- 
sons for a sober approach to aortic commissurotomy. Where 
indicated, and when properly applied, however, this technique 
has afforded relief and functional improvement to the majority 
of patients who could not obtain equal benefit under medical 


routines. 


Surgery for Solitary Lesions of the Lung. C. V. Meckstroth, 
N. C. Andrews and K. P. Klassen. -A. M. A. Arch. Surg. 69:220- 


232 (Aug.) 1954 [Chicago]. 


Although in the past it was the practice of many physicians 
to follow a program of “watchful waiting” when confronted 
with a single pulmonary lesion, these solitary lesions now can 
be safely removed and the diagnosis quickly established. Mecks- 
troth and associates present observations on 70 patients with 
solitary lesions of the lung, the majority of whom were asympto- 
matic. Careful questioning may disclose hemoptysis, chest pain, 
slight weight loss, cough, or a change in cough, in patients who 
at first deny any symptoms. A history of previous malignant 
disease is helpful in determining the nature of the solitary 
density. A search should be made for lymphadenopathy, ab- 
dominal masses, and genitourinary lesions. Laboratory tests 
should include skin tests for tuberculosis and histoplasmosis and 
sputum examinations for bacteria and fungi. When the history 
and physical examination suggest an organ system as a possible 
primary tumor location, specific studies should be carried out, 
such as upper and lower gastrointestinal study, intravenous 
pyelography, and endoscopic examination. In most of the pa- 
tients, however, the diagnosis will still be in doubt, and surgical 
exploration is mandatory. Thoracotomy should be preceded by 
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pulmonary function studies, so that the surgeon will know the 
patient’s respiratory reserve. The hemithorax should be com. 
pletely explored and benign lesions excised locally. In the pres. 
ence of malignant growth, frozen section of the regional lymph 
nodes should be performed. In considering extensive resection 
the pulmonary function of the patient should be considered, 
Palliation can be achieved in some patients with local €Xcision, 
and every attempt must be made to conserve pulmonary tissue. 
Twenty-seven of the 70 patients were found to have malignant 
lesions at the time of surgery, nearly half of these being primary 
bronchogenic carcinomas. Symptoms were absent in some of 
the 11 patients with bronchogenic carcinoma; however, several 
had a history of weight loss, and hemoptysis was admitted by 
3. Physical examination was noncontributory. Bronchoscopy 
and bronchography failed to reveal any bronchial abnormalities, 
Examination of bronchial secretions and sputum failed to reveal 
malignant cells. Thoracotomy was carried out to establish a 
diagnosis; lobectomy was done in nine patients and pneumon- 
ectomy in two. Metastatic malignant lesions were encountered 
in 12 patients, 10 of whom had had previous surgery for extra- 
thoracic malignant disease. With regard to surgery for metastatic 
lesions of the lung, the authors say that the over-all results have 
been discouraging. Forty-three of the 70 patients had benign 
lesions, which included 29 granulomas, 7 hamartomas, 3 bron- 
chogenic cysts, 3 fibromas, and 1 hemangioma. That growth 
of a solitary lesion does not necessarily indicate the presence 
of malignant disease is shown by enlargement of a hamartoma 
in one patient over a period of nine years. The presence of 
calcification does not necessarily mean a tuberculoma or granu- 
loma, since in two patients osteogenic sarcomas and in two 
hamartomas calcification was present. Solitary lesions showing 
central calcification thought to be tuberculomas should be ex- 
cised, since they may and do break down to produce active 
pulmonary tuberculosis. 


Pulmonary Blastomycosis: A Critical Analysis of Medical and 
Surgical Therapies, with a Report of 6 Cases. P. W. Acree, 
P. T. DeCamp and A. Ochsner. J. Thoracic Surg. 28:175-193 
(Aug.) 1954 [St. Louis]. 


Pulmonary blastomycosis is not uncommon in some localities 
in North America, since 20 cases reported on between 1949 and 
1953 were collected from the literature by the authors. They 
also report occurrence of pulmonary blastomycosis in six of 
their own patients. An increased “incidence” of the disease com- 
monly follows greater clinical suspicion coupled with vigorous 
diagnostic efforts. Even when the disease is suspected diagnosis 
is sometimes difficult. The authors failed to recover Blastomyces 
dermatitidis on repeated examination and culture of sputum in 
patients with active disease. Diagnostic thoracotomy will con- 
tinue to be necessary in some cases of localized, possibly neo- 
plastic, disease. In the 20 cases collected from the literature in 
which pulmonary resection was done, the diagnosis was estab- 
lished before the surgical intervention in only 4 cases. A pre- 
operative diagnosis was made in only one of the authors’ six 
patients. Both pulmonary tuberculosis and pulmonary Dlasto- 
mycosis represent phases of a systemic infection. Effective 
chemotherapy is available for both. Two-hydroxystilbamidine 
isethionate appears to be an effective, nontoxic therapeutic agent 
for blastomycosis. In some cases of pulmonary blastomycosis 
resection of the affected lung is required after control of the 
active disease by diamidine therapy. This is illustrated by the 
case of one of the authors’ patients, a 41-year-old man with 
a history of onset of cough and high fever 10 months before 
admission to the hospital. Four months before the admission 
he had fever, and a month later an indurated ulcer of the left 
cheek appeared and persisted. Biopsy of the ulcer revealed B. 
dermatitidis on tissue section and culture. Roentgenographic 
examination revealed bilateral infiltration of both lungs, patchy 
but firm in appearance. The patient was given two courses of 
2-hydroxystilbamidine isethionate; 250 mg. of the drug was ad- 
ministered intravenously daily, with a total dose of 3.75 gm. 
in each course. The interval between the two courses was 16 
days. Sputum conversion and clearing of the roentgen shadows 
occurred, but with evidence of residual complete destruction 
and cavitation of the left lower lobe. The patient was given a 
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third course of 2-hydroxystilbamidine isethionate, with 225 mg. 
daily for seven days, and then lobectomy was performed, fol- 
lowed by diamidine treatment for the first five postoperative 
days. Lobectomy removed the destroyed tissue and relieved the 
patient of his residual symptoms. The management of this pa- 
tient approaches the ideal. The authors performed two pneu- 
monectomies and four lobectomies in their six patients with 
pulmonary blastomycosis. Three patients died, one immediately 
after the operation from a sustained tachycardia incident to a 
pheochromocytoma; a second, three years after resection dur- 
ing an operation for recurrent disease; the third patient died, 
apparently free of blastomycosis, of a myocardial infarction 
six months after the surgical intervention. The three other pa- 
tients are alive and well 9 months, 66 months, and 69 months, 
respectively, after resection. The prognosis of pulmonary blasto- 
mycosis is excellent when treated with 2-hydroxystilbamidine 
isethionate followed by surgical resection, if necessary. 


Some Observations Concerned with Carcinoma of the Breast: 
Part I. M. W. Miller and E. P. Pendergrass. Am. J. Roentgenol. 
72:263-270 (Aug.) 1954 [Springfield, Il.]. 


Of 1,029 patients with carcinoma of the breast who were ad- 
mitted to the Hospital of the University of Pennsylvania be- 
tween 1923 and 1943, 362 received surgical treatment alone, 557 
were given surgical treatment combined with irradiation, and 
110 received irradiation only. The patients were classified ac- 
cording to Portmann’s four stage clinical classification for pri- 
mary cases of cancer of the breast and Richards’ five stages of 
disease classification for mammary carcinoma. The gross five 
year survival statistics showed that 180 of the 362 who under- 
went surgical intervention alone, most of whom had early cases, 
survived for five years, a survival rate of 49.7%; 180 of the 557 
patients with surgical intervention and irradiation survived for 
five years, a survival rate of 32.3%; 6 of the 110 who received 
irradiation alone survived for five years, a survival rate of 5.4%. 
The over-all survival rate for the 1,029 patients was 35%. There 
was no significant addition to five year survival when irradi- 
ation was combined with surgical intervention, or when irradi- 
ation alone was used. Patients with early cases were subjected to 
surgical intervention alone, and in those with more advanced 
cases surgical intervention was combined with irradiation. In 
557 patients with more advanced disease there were 309 local 
recurrences, a recurrence rate of 55.4%. Of the 110 patients 
who received irradiation alone, there were 17 who were given 
this treatment for metastases only, thus leaving 93 who received 
“primary irradiation to the breast.” Ninety of the 93 were 
codable so far as calculation of tumor dose was concerned; 
only 15 of the 90 coded patients received more than 4,000 tissue 
roentgens, and the time of administration varied from less than 
one month to over one year. The authors’ results with irradi- 
ation alone to the breast do not compart favorably with more 
recent statistics of Lenz, Richards, and Baclesse who believe 
that the tissue dose should be 5,000 r delivered in a relatively 
short time. 


Thromboendarterectomy in Treatment of Lower Aortic Occlu- 
sion. J. C. Luke. A. M. A. Arch. Surg. 69:205-213 (Aug.) 1954 
[Chicago]. 


The fact that the abdominal aorta distal to the renal arteries 
can be totally occluded by disease and the legs still be viable 
has been recognized for many years. Leriche gave his name to 
the resulting symptom-complex of severe low back and buttock 
pain on walking, characteristic of high-level intermittent claudi- 
cation associated with leg ischemia and impotence in the male. 
This segmental lower aortic and/or common iliac segmental 
occlusion is commoner than previously realized, and the in- 
creasing awareness of its existence has resulted in the discovery 
of many previously unrecognized cases. In the past year Luke 
has seen 10 such cases. This lesion is usually present for many 
years before its recognition and is the result of gradual arterio- 
sclerotic narrowing of the aortic lumen. To the question “why 
Subject a person to operation who has managed to get about 
with such a condition and be relatively useful for 15 years?” 
the answer is that the severe claudication makes a semi-invalid 
of the patient. Secondly, the arteriosclerotic disease continually 
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progresses, and gradual deterioration is inevitable. Thirdly, and 
most important, is the likelihood of sudden thrombosis of the 
previously patent arteries distal to the occlusion. The author 
feels that these patients should be treated surgically if certain 
requirements are fulfilled, and shows that two methods of sur- 
gical correction of segmental occlusion of major arteries are 
possible: excision of the occluded segment with replacement by 
a preserved homologous graft, or removal of the occluding 
debris and involved intima over the area affected (thrombo- 
endarterectomy). He describes experiences with the latter proce- 
dure. Eight patients have been treated by thromboendarterec- 
tomy and two by resection and replacement by homologous 
arterial grafts. The results achieved in the eight patients subjected 
to thromboendarterectomy were complete relief of symptoms 
in five, return of peripheral circulation in one leg but not in the 
other in two, and failure in one. There were no deaths or sub- 
sequent leg amputation. The author regards thromboendarterec- 
tomy as the procedure of choice in cases of segmental aortic 
and iliac occlusion when marked calcification of the involved 
vessels is not present and when the patient is under 60 years of 
age. The distal vessels should be patent and not severely 
involved by the arteriosclerotic process, as shown by a good 
arteriogram. 


Surgical Reconstruction of the Superior Vena Cava. J. G. 
Scannell and R. S. Shaw. J. Thoracic Surg. 28:163-174 (Aug.) 
1954 [St. Louis]. 


A direct attempt to relieve obstruction of the superior vena 
cava by free vein graft was carried out in two men aged 53 and 
33 years. Three years before his current admission to the hospital 
the older patient had received roentgen irradiation treatment 
with a dose of 3,500 r to a right superior mediastinal mass that 
had caused moderate pressure symptoms. Roentgenograms of 
the chest showed no evidence of recurrence of his mediastinal 
tumor, but he suffered from congestion of his head and neck so 
severe that he was unable to follow his occupation as a car- 
penter. Angiography revealed complete obliteration of the 
superior vena cava at and above the level of the azygous vein. 
A free vein graft taken from the superficial femoral vein of the 
patient was transferred immediately to his chest to bridge the 
gap between the right jugular vein and the right atrium. The 
immediate postoperative course was gratifying, but since the 
sternum was closed without wire, the closure in the previously 
irradiated area proved to be unstable, and 48 hours postopera- 
tively dehiscence of the incision occurred. Despite resuture and 
liberal use of antibiotics an anterior mediastinitis and peri- 
carditis developed, and the patient died on the eighth postopera- 
tive day. Necropsy revealed that the vein graft was perfectly 
patent despite the mediastinal sepsis. The second patient had 
sustained a severe chest injury in a fall from a staging 12 years 
before. Two years later he began to have choking spells, great 
congestion of his face and neck, and spells of failure of vision 
and temporary unconsciousness. His condition became progres- 
sively worse, with striking distention of the superficial veins of 
his neck, face, and arms. On surgical intervention it was neces- 
sary to implant the cardiac end of the vein graft into the tip of 
the right auricular appendage. Though complicated by atelectasis, 
the patient’s course was satisfactory and he was discharged on 
the 17th postoperative day. The patient returned for evaluation 
three months later. Subjectively he had improved greatly. Ob- 
jective evidence of the patency of the vein graft was obtained by 
venography. The patient was last seen one year after the surgical 
intervention; his general clinical improvement was well main- 
tained. These two patients, and one patient in a somewhat similar 
case reported by Klassen and associates, are the first in whom 
relief of obstruction of the superior vena cava by free vein graft 
was attempted. Credit for many of the details of the technical 
approach must go to Gerbode and associates who first showed 
in experiments on animals that anastomosis between the superior 
Vena cava and the auricular appendage is feasible. It is unlikely 
that the procedure will have wide application, but in the oc- 
casional case in which symptoms are sufficiently distressing and 
disabling, and in which a benign or stationary basis for the 
obstruction can be shown, attempts to relieve it by surgical 
measures appear to be logical and justifiable. 
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Radiochromium-Labeled Erythrocytes for Detection of Gastro- 
intestinal Hemorrhage. C. A. Owen Jr., J. L. Bollman and J. H. 
Grindlay. J. Lab. & Clin. Med. 44:238-245 (Aug.) 1954 [St. 
Louis]. 


The evaluation of gastrointestinal bleeding by chemical 
methods in the form of the benzidine and guaiac tests is of 
limited value from the quantitative standpoint. Owen and associ- 
ates reasoned that if a foreign substance could be incorporated 
into circulating erythrocytes, the detection of this foreign ma- 
terial in the feces would indicate bleeding into the intestine, 
provided the passage of the foreign substance from the blood 
to the intestine and back again was negligible in the absence of 
bleeding. With this principle in mind, studies were conducted 
on normal mongrel dogs with radioactive chromium (Cr®*1) 
(sodium chromate) as the foreign substance. Erythrocytes from 
two dogs were labeled with about 100 uc of Cr51 and were re- 
turned to the blood of the dogs. Portions of blood withdrawn 
later were placed in each dog’s stomach and the subsequent 
radioactivity of the feces was determined. By comparing this 
with the radioactivity of the blood, it was possible to express the 
amount of Cr51 in the feces as the equivalent of circulating 
blood in millimeters. The amount of Cr®1 recovered paralleled 
closely the amount contained in the blood administered to the 
dogs. Additional studies on dogs and rats gave little indication 
of significant transfer of Cr51 from labeled erythrocytes between 
the blood stream and the intestine. The authors feel that these 
studies indicate that labeling of the patient’s own circulating 
erythrocytes should allow qualitative detection and approximate 
quantitation of the gastrointestinal bleeding in man. Genitouri- 
nary bleeding might be measured by the same method, although 
probably with less precision, since the urinary excretion of Cr>* 
exceeded the fecal excretion by somewhat more than tenfold in 
the dog. 


Total Gastrectomy with Replacement Utilizing Transverse 
Colon: Preliminary Report. D. H. Watkins, G. Wittenstein and 
J. Daniel. A. M. A. Arch. Surg. 69:167-184 (Aug.) 1954 
[Chicago]. 


Total removal of the stomach produces a disabling state in 
many patients, and the absence of a reservoir for food seems 
to be the most important contributing factor in this disability. 
Watkins and associates review the attempts that have been made 
to form a new gastric reservoir. They themselves favor the use 
of the ileum and right colon. They present five cases in which 
total gastrectomy was carried out and restoration of continuity 
was accomplished by esophagojejunostomy, by the transplanta- 
tion of the ileocolon, and by the transplantation of a segment of 
the transverse colon. All types of colon segment implants are 
associated with certain transient postoperative disturbances, but 
the only potentially serious postoperative disturbance after the 
use of a transverse colon implant is mild regurgitation and 
esophageal reflux. The incision of choice for total gastrectomy, 
whether replacement is by the ileocolon or by a segment of the 
transverse colon, is a left thoracoabdominal one with a trans- 
pleural, transdiaphragmatic, transabdominal approach. Two 
surviving patients in whom the resected lesion was benign are 
available for long-term evaluation. The authors do not advocate 
total gastrectomy for benign gastric lesions or for malignant 
gastric lesions that can be adequately resected by subtotal gas- 
trectomy. However, they have found that proximal subtotal 
gastrectomy followed by esophagogastrostomy leaves much to 
be desired in the management of juxtacardial and cardial lesions 
because of the occurrence of peptic esophagitis. When total 
gastrectomy is indicated, the transverse colon offers certain ad- 
vantages as a replacement for the excised stomach and esophagus, 
especially in cases of carcinoma of the fundus and cardia. It 
has excellent vascularization, and a sufficient length of intestine 
is obtainable so that it may be extended up into the neck if this 
should be necessary. Diarrhea occurred in four of the five 


patients subjected to total gastrectomy, and the authors attribute: 


it to the associated complete vagotomy. Postprandial cramping, 
especially after the ingestion of large quantities of liquids, has 
been a constant feature in these cases, regardless of whether 
the right ileocolon or the transverse colon segment was used for 
replacement. It began rather consistently between the 10th and 
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13th postoperative days and responded to the administration of 
antispasmodics, which usually could be discontinued within 
several weeks. The occasional regurgitation of undigested fooq 
during the daytime and of small quantities of bile at night js 
of interest. It has not occurred in the one patient in whom the 
right colon and ileum was used. It has produced the least dis. 
tress of all the sequelae. 


Pancreatic Ferments in Treatment of Severe Burns. K. Stucke. 
Chirurg 25:289-294 (July) 1954 (In German) [Berlin, Germany], 


The use of pancreatic ferments in the local treatment of severe 
burns was suggested by Greucr in 1942, and Stucke reported his 
first experiences with this treatment in 1949, but at that time 
the technique of this treatment still had certain defects. In the 
meantime the pancreatic ferments (trypsin, amylase, and lipase) 
have been incorporated into bandages. Tests revealed that the 
ferments and antibiotics in these bandages remain effective after 
storage up to six months. To activate the pancreatic enzymes, 
the bandages are only dipped into distilled water and are then 
applied to the burned surface. Stucke emphasizes the purely local 
character of this treatment, which has no decisive influence on 
the shock condition existing during the first 48 hours after the 
burn. Experiments designed to ascertain the best concentration 
of the enzymes in the bandages revealed that 2.5 gm. of enzyme 
per 100 gm. of bandage was the optimal concentration. In 
patients with severe burns or scalds, the enzyme-impregnated 
bandages were applied after blisters and destroyed tissues had 
been removed by aseptic technique. The application of the moist 
bandages had a soothing and cooling effect. The bandages were 
renewed after 24 or 36 hours. The wounds were free of necrotic 
tissue at the end of six to nine days; bleeding points were visible 
about one day later, and after two more days fresh granulations 
and marginal epithelization could be seen, and the wounds were 
suitable for grafting. The fact that grafts healed well after local 
treatment with pancreatic enzymes is ascribed to the fact that 
the cutaneous tissues, which were not destroyed by burning, are 
preserved during treatment with the pancreatic enzymes, and 
these islands are presumed to exert a strong stimulus for 
epithelization. The duration of treatment was usually reduced 
with this form of treatment. Experiments on animals cor- 
roborated the favorable clinical experiences with the pancreatic 
ferments in the treatment of burns. 


Hemangiopericytoma (Glomus Tumor) of the Mediastinum: 
Review of the Literature and Report of Case. J. O. Fergeson, 
O. T. Clagett and J. R. McDonald. Surgery 36:320-326 (Aug.) 
1954 [St. Louis]. 


The neuromyoarterial glomus is a neurovascular structure 
located at the junction of the skin and subcutaneous tissue. It 
is present in greater numbers in the hands and feet than in 
other regions of the body and is composed of an afferent 
arteriole, anastomotic vessels (canals of Sucquet-Hoyer), col- 
lecting veins, nonmedullated nerve fibers, and a supporting net- 
work of reticular connective tissue. The glomus supposedly 
assists in the regulation of skin temperature by increasing or 
decreasing the amount of blood flowing through the canals of 
Sucquet-Hoyer. It may also have some slight function in the 
regulation of the arterial blood pressure by changing the pe- 
ripheral resistance to blood flow. The glomus tumor consists 
of a mixture of all the tissue elements that compose the 
normal glomus and has been regarded as a hamartoma of the 
normal glomus. Although most reported glomus tumors have 
been found in the subcutaneous region of the extremities, many 
other locations have been noted. Examples are: the subcutaneous 
region of the eyelid, penis, axilla, thorax, buttocks, neck, and coc- 
cyx; the vastus internus muscle; and the capsule of the knee joint. 
Heterotopic tumors have been found in the stomach, but, here- 
tofore, only a single case of a mediastinal glomus tumor has 
been reported. Heterotopy of glomus tumors was not well under- 
stood until in 1942 Murray and Stout found that the epithelioid 
cells that form a contractile cuff around the walls of the anasto- 
motic vessels are identical with pericytes of Zimmerman, or 
contractile cells of the capillaries. When these authors reviewed 
the microscopic sections of the glomus tumors they discovered 
atypical ones that lacked the “organoid” microscopic appear- 
ance and suggested that the descriptive term “hemangiopericy- 
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toma” be applied to such neoplasms. Fergeson and associates 
present a case, which they believe to represent the second 
glomus, Or glomus-like tumor, and the third hemangiopericy- 
toma occurring within the thoracic cavity (described in the 
literature). The tumor occurred at the apex of the right thoracic 
cavity in a girl 16 years of age and produced Horner’s syn- 
drome on the right. Surgical removal was difficult and possibly 
incomplete because of the extreme vascularity of the tumor, 
its anatomic location, and incomplete encapsulation. The pa- 
tient’s recovery seems complete, and the Horner syndrome im- 
proved. The marked similarity between the typical glomus 
tumor and some of the hemangiopericytomas is stressed. The 
authors feel that most of the glomus tumors occurring in regions 
of the body distant from the subcutaneous tissue are probably 
hemangiopericytomas that are indistinguishable from hamarto- 
mas of preexisting glomera. 


Acute Peptic Ulcer as a Complication of Major Surgery, Stress, 
or Trauma. D. G. Fletcher and H. N. Harkins. Surgery 36:212- 
226 (Aug.) 1954 [St. Louis]. 


Shallow ulcers, often multiple, without surrounding indura- 
tion, that on microscopic examination do not show evidence 
of chronic inflammatory response, are defined by Fletcher and 
Harkins as acute peptic ulcers. Chronic ulcers were given con- 
sideration only when they were associated with acute ulceration. 
Forty-two cases of acute ulceration were found in reviewing 
the records of 4,102 autopsies. The acute ulceration concurred 
with brain damage in 9 cases, with major surgery or trauma 
in 6, and with other diseases in 27. Associated massive hemor- 
rhage or perforation tended to render the ulcer more important 
than the original provoking condition. There were nine instances 
of perforation and six of massive hemorrhage. In every case 
there was coffee-ground material, and in a number of instances 
the stomach contained a considerable quantity of dark purple 
clot. The patients varied in age from 30 to 84 years. Secondary 
acute ulceration was slightly over two times commoner in men 
than in women. There seemed to be a correlation between the 
severity of the original disease and the likelihood of secondary 
acute ulcer formation. The primary conditions usually included 
an element of stress, but burns were not the only primary lesions, 
There were also cases of severe trauma with and without injury 
to skull and brain: cerebrovascular accidents, surgical interven- 
tions, severe alcoholism, carcinoma or cirrhosis of the liver, 
arteriosclerotic heart disease, coronary occlusion, hypertensive 
cardiovascular disease, bulbar poliomyelitis, lobar pneumonia, 
and others. Acute ulceration of the upper gastrointestinal tract 
is often associated with brain damage. The central nervous sys- 
tem plays a paramount role in gastrointestinal physiology. Three 
types of central response, the parasympathetic, sympathetic, and 
humoral, all originate in the hypothalamus or pituitary gland. 
Excessive amounts of corticotropin released by the anterior 
pituitary gland and the subsequent overproduction of adreno- 
cortical hormone cause increased hydrochloric acid and pepsin 
production. Since the advent of corticotropin and cortisone and 
their therapeutic use in various diseases, there have been numer- 
ous reports of activation of chronic ulcers or formation of acute 
ulcers, many of which have bled massively or have perforated. 
The onset of symptoms may occur at a variable time after the 
administration of these drugs. The mechanism of production of 
these ulcers may involve, as a final pathway, the action of an 
adrenocortical hormone, which increases gastric secretion. 


Acute Appendicitis in an Adult with Two Separate Vermiform 
Appendices. R. G. Saleby, R. M. Zollinger and E. H. Ellison. 
Surgery 36:306-311 (Aug.) 1954 [St. Louis]. 


The presence of two separate vermiform appendixes, each 
arising from a separate cecum, was incidentally discovered in 
a 35-year-old woman operated on for acute appendicitis. Mal- 
formations in other parts of the gastrointestinal tract and in 
other organ systems included a duplication of the entire colon 
from the cecum to the lower rectum, a double terminal ileum, 
a Meckel’s diverticulum, a complete absence of the right kidney 
with a corresponding hypertrophy of the left kidney, and a bi- 
cornuate uterus. Two appendixes, one with acute suppuration 
and one normal, and a Meckel’s diverticulum were removed at 


Operation. The patient was discharged on the seventh Posty 
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operative day. Arrangements were made to have the patient 
return for roentgenographic confirmation of the remaining con- 
genital anomalies of the gastrointestinal and genitourinary tracts 
that were found at the time of operation. This roentgenologic 
study was carried out. A diagnosis of duplication of the small or 
large intestine is usually made in infants or young children. The 
reported case was unusual inasmuch as the woman had survived 
to adulthood without symptoms from the intestinal duplication. 
The woman had given birth to two healthy children. 


The Association of Pott’s Disease and Renal Tuberculosis: 
Present Status of the Problem Since the Advent of Streptomycin 
Therapy. J. Creyssel and H. Viard. Lyon chir. 49:715-724 
(Aug.-Sept.) 1954 (In French) [Lyon, France]. 


Case reports are presented of eight patients who had both 
tuberculosis of the vertebrae (Pott’s disease) and renal tuber- 
culosis; such cases are fairly rare. Four of the patients had spinal 
fusion (Albee’s operation) and nephrectomy, one had spinal 
fusion and planned to have nephrectomy later, and three had 
spinal fusion and medical treatment of their renal lesions. 
Clinically, the following three facts were elicited from this series 
of patients: 1. The renal injury is, unfortunately, inclined to be 
bilateral. 2. The spondylitis is not localized to the dorsolumbar 
vertebrae in a highly significant number of patients; this fact 
argues against the theory of local tuberculous propagation by 
contiguity or through the lymphatic system in this syndrome. 
3. There is a high incidence of multiple, coexistent, or successive 
lesions, which worsens the prognosis of the tuberculous spondy- 
litis and renal tuberculosis syndrome, The notion that, in 
this association, the urologic problem does and should dominate 
prognosis and treatment has not changed with the advent of anti- 
biotic therapy, but the possibilities for surgical treatment of the 
spondylitis have been increased so that spinal fusion can be 
performed in every case of double disease, either before or after 
nephrectomy (if the renal lesion is severe enough to warrant 
this), depending on the greater severity of either the spinal or 
the renal lesion. 


Some Current Opinions on Pheochromocytoma and Illustrative 
Case Report. J. C. H. Morris, I. F. Robertson, F. R. T. Stevens 
and others. M. J. Australia 1:981-986 (June 26) 1954 [Sydney, 
Australia]. 


The case history presented is that of a woman who was 
hospitalized after 10 days of persistent vomiting in March, 1953. 
She had been well until her fifth pregnancy at the age of 38, in 
1942, when she had frequent attacks of severe headache and 
abdominal pain. At this time her blood pressure was 190/120 
mm. Hg; she had slight edema of the ankles and a trace of 
albumin in her urine. It was assumed that she had toxemia of 
pregnancy. A stillborn child was delivered at term. A subsequent 
pregnancy terminated in a normal delivery. Later she again had 
attacks of severe headache, usually associated with vomiting. 
These attacks continued for months. Once when she was hos- 
pitalized for these attacks, it was learned that she would blanch, 
vomit frequently, complain of severe headaches, and perspire 
profusely. She would feel extremely weak and tired; sometimes 
she coughed up frothy, blood-stained sputum. Occasionally she 
had transient blurring of vision, deafness, and hallucinations of 
taste. Her headaches and vomiting were considered to be 
migrainous. Attacks similar to these had frequently occurred in 
the 10 years between 1943 and her admission to the hospital in 
1953. Her blood pressure now was 240/170 mm. Hg. Various 
tesis, particularly assay of the urine for catechol derivatives, 
which revealed 10 times the normal value, suggested a pheo- 
chromocytoma. Presacral perirenal pneumograms, performed 
with a variation of the technique introduced by Ruiz Rivas of 
Spain in 1947, revealed a large oval mass in the left hypochon- 
drium about 11.5 cm. in diameter superior to the kidney, well 
demarcated from surrounding structures, and in contact with the 
kidney over a small area. The adrenal gland was not identifiable. 
A study of earlier reports on the surgical removal of pheochro- 
mocytoma revealed a 19% mortality in 106 cases reported since 
1947. Special efforts were made at the operation on this patient 
to avoid the two hazards connected with the operation, that is, 
the hypertensive crisis that usually occurs when the tumor is 
handled, and the severe hypotension that frequently follows? 
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clamping of the vessels of the tumor. At the time of the pre- 
operative medication a wide-bore metal cannula was inserted 
into the left saphenous vein at the ankle. A short piece of rubber 
tubing was attached to the cannula through which intravenous 
injections could be made. To the other end of this tubing was 
mounted a Y shaped glass connection, so that two flasks of 
isotonic sodium chloride solution could be included in the intra- 
venous system. One of these flasks contained 4 mg. of levar- 
terenol per liter of isotonic sodium chloride solution. During 
the operation piperoxan (Benzodioxan) or levarterenol were 
infused as the trend of the blood pressure readings dictated. 
During the postoperative period the patient was given isotonic 
solution of sodium chloride with higher concentrations (6 mg. 
per liter) of levarterenol. The patient felt well when discharged 
and has had no sweating, headaches, or vomiting in the six 
months since operation. She has not felt so well for years. 


Diabetes Mellitus, Surgery and Anesthesia. S. Aarseth. Tidsskr. 
norske legefor. 74:449-458 (July 1) 1954 (In Norwegian) [Oslo, 
Norway]. 


With adequate treatment of diabetes it is possible today to 
offer the diabetic patient all the advantages of modern surgery. 
Many of the diseases for which diabetics are admitted to surgical 
departments are more or less intimately connected with the basic 
disease. This is especially true of gangrene and inflammatory 
disorders in the lower extremities. Arteriosclerotic disturbances 
threaten the diabetic. The trauma due to narcosis and operation 
affects the carbohydrate metabolism to a greater degree in dia- 
betics than in nondiabetics. Control of the diabetes must occur 
in cooperation with the internist. Treatment of the surgical 
patient with diabetes consists of (1) preoperative treatment, (2) 
treatment on the day of operation, and (3) postoperative treat- 
ment. Preoperative treatment is aimed at the best possible con- 
trol of the diabetes. If surgical “immediate help” is called for, 
diabetes does not contraindicate operation provided there is not 
considerable or marked acidosis. In such cases large doses of 
rapidly acting insulin given subcutaneously and glucose in 
isotonic sodium chloride solution given intravenously are given 
till the acidosis is controlled, when operation can be carried out. 
A patient in coma must not be subjected to any intervention 
other than that necessary to prevent immediate catastrophe, as 
arrest of hemorrhage. On the day of operation the patient should 
be given frequent small doses of insulin and intravenously ad- 
ministered fluid as outlined by Alexander, Loomis, and Lee. 
Acidosis and overdosage with insulin must be avoided. Of 147 
diabetic patients admitted in the surgical departments of Ulleval 
Hospital in a five year period, 93 were over 61 years of age. 
Nine of the 98 operated on died; 5 of them had gangrene of the 
foot. The importance of careful nursing is stressed. Local 
anesthesia is advised whenever possible. For amputations spinal 
anesthesia is recommended. In cases with marked infection, 
necrosis, and affected general condition freezing has been applied 
successfully. The duration and depth of the narcosis must be 
reduced to the necessary minimum. Induction of anesthesia 
with nitrous oxide and oxygen and continuation with ether are 
advised for longer operations. Premedication with morphine and 
barbiturates tends to cause anoxia. Chloroform is contraindi- 
cated, also ethyl chloride. With hepatic affection, not uncommon 
in diabetics, tribromoethanol (Avertin) and hexobarbital (Evipal), 
and corresponding barbituric preparations are contraindicated. 


Electrocardiographic Changes after Pneumonectomy. S. Ander- 
sen and J. Piper. Nord. med. 52:910-912 (July 1) 1954 (In 
Danish) [Stockholm, Sweden]. 


Grave postoperative arrhythmias occurred in 6 of 29 patients 
(28 with cancer of the lung) in whom pneumonectomy was done 
‘(auricular fibrillation in two cases, auricular flutter in two, nodal 
rhythm in one case, auricular standstill in one). Slight electro- 
cardiographic changes (depressed or inverted T-waves or ele- 
vation of the ST-interval) occurred in more than half the cases 
but are not considered a sign of heart disease. In all cases with 
severe arrhythmia there were symptoms of heart disease before 
operation and/or postoperative complications. Two patients, 
both having symptoms of arteriosclerotic heart disease, died 22 
days and two and a half months, respectively, after operation 
from heart disease. 
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Use of the “Neuroplegic” Properties of Chlorpromazine in the 
Treatment of Various Cases of Psychosis with Chronic or Syb. 
acute Delirium. J. Sigwald and M. Henne. Semaine hép. Paris 
30:2978-2984 (Aug. 10) 1954 (In French) [Paris, France]. 


Ten examples are described of the use of chlorpromazine 
(10-[y-dimethylaminopropyl]-2-chlorophenothiazine hydrochlo. 
ride) as therapy in psychoses with chronic or subacute delirium, 
The drug proved remarkably effective in all 10 patients, and jt 
is especially notable that 7 of them were in chronic states usually 
considered irreversible and irremediable, namely, four chronic 
hallucinatory psychoses, one delirium of interpretation, and two 
deliriums of persecution and jealousy superimposed on mild 
senile involution. The remaining three patients had delirious 
ideas of persecution and jealousy during an atypical puerperal 
depressive state, persecution delirium during an atypical depres- 
sive state, and induced delirium, respectively. In the patients 
with chronic hallucinatory psychoses, the hallucinations either 
disappeared or the patient became indifferent toward them under 
the influence of the drug. In one patient, cure was apparently 
achieved, since there was no recurrence of symptoms after the 
six-month treatment was discontinued in March, 1954. The 
aggressive manifestations of the patient with delirium of inter- 
pretation were eradicated to the point at which a proposed 
commitment became unnecessary. In general, the symptomatic 
nature of the treatment requires that maintenance therapy be 
instituted. In one patient, this has been given successfully for 
two and a half years. There are almost no side-effects from 
chlorpromazine therapy. Drowsiness was slight and was, when 
necessary, easily corrected with small doses of amphetamine. 
Some patients had a bitter taste or dryness in the mouth. The 
best method of administration was found to be oral; the dosage 
is 0.125 to 0.3 gm. daily for the initial period and 0.05 to 
0.325 gm. daily for the maintenance treatment. The authors’ 
experience, like that of other workers, shows that chlorpromazine 
has a strong effect on psychic and psychomotor agitation. It 
also has a strong influence on anxiety. Its effect on the delirious 
reactions and the delirious theme itself was surprising. Even 
when hallucinations and mental automatism did not disappear, 
they were always attenuated and lost their hyperthymic quality. 
The mechanism of action of this drug is not known, but it is 
obviously not a hypnotic one, nor can there be question of a 
peripheral ganglioplegic action; central structures are involved. 
Chlorpromazine therapy must be further studied in view of the 
fact that its inhibitory effects enable patients such as those 
reported on to lead normal lives. It is also possible that certain 
mental diseases that are now classed as incurable can be cured 
by chlorpromazine therapy. 


Cerebral Paresis, Clinical Aspects and Etiology. L. Salmonsen 
and M. Skatvedt. Tidsskr. norske legefor. 74:483-486 (Aug. 1) 
1954 (In Norwegian) [Oslo, Norway]. 


The four main types of cerebral palsy are: spasticity due to 
damage to the pyramidal tracts or their nuclei in the cortex, rigid- 
ity and athetosis due to damage to the basal nuclei, and ataxia in 
damage to the cerebellum. On the basis of 320 patients examined 
personally the authors conclude that, while spasticity or athetosis 
may dominate in the individual patient, the different clinical 
types do not appear in as pure a form as was formerly thought, 
and there are often simultaneous neurological symptoms of the 
other types. Through air encephalography definitely pathological 
findings were seen in 49 of 85 patients, with signs of cerebral 
injury in 47 of these. In 19 of 21 patients with pure spastic 
diplegia there were signs of cerebral injury. Apart from patients 
with hemiplegia it was seen through electroencephalography that 
general dysrhythmia occurred oftener than dysrhythmia from 
a cortical focus. In a large number of cerebral palsy patients the 
clinical symptoms can be explained as due to a diffuse cerebral 
injury. While cerebral palsy to a large extent responds to treat- 
ment, prophylaxis is the main problem. The cause is uncertain 
in the majority of bilateral symmetrical forms of cerebral palsy. 
Cerebral injury in the perinatal period caused by abnormal 
delivery is considered a direct causal factor. Not only premature 
children but also large infants are often represented in cerebral 
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palsy material. Pathanatomic investigations afford perhaps the 
strongest argument for a direct connection between perinatal 
injury and cerebral palsy. Investigations in cases of perinatal 
death showed the frequency of hemorrhages and ischemic 
necroses in the regions of the brain from which the blood collects 
in Galen’s vena magna. Recent examinations of patients with 
cerebral palsy show the brain injury to be localized in the venous 
region in most cases, with a pathanatomic picture that agrees 
with ischemic necrosis due to earlier venous stasis in the system. 
The system is especially vulnerable in premature children. The 
frequent combination of prematurity and cerebral palsy thus 
finds its natural explanation. If the conception is correct, cerebral 
palsy is by and large due to the same injuries that are the main 
cause of perinatal death. Children threatened by perinatal death 
from asphyxia are later the patients with cerebral palsy. Prophy- 
laxis against cerebral palsy will accordingly go parallel with the 
battle to reduce perinatal mortality and be directed to the sub- 
lethal perinatal injuries. 


Ambulant Electroshock Treatment in Mental Disorders: Ex- 
periences with Reiter’s Electrostimulator. G. Langfeldt. Tidsskr. 
norske legefor. 74:486-489 (Aug. 1) 1954 (In Norwegian) [Oslo, 
Norway]. 


From October, 1953, through April, 1954, 260 patients in the 
Psychiatric Clinic in Vinderen were given ambulant treatment 
with Reiter’s electrostimulator. In 74 of the 89 patients followed 
from three to five months after treatment ended there had been 
an immediate favorable remission that continued in 59 of the 
number. The total impression is that convulsions are smoother 
in treatment with Reiter’s apparatus. The subconvulsive current 
following the convulsive current stimulates respiration. Oxygen 
inhalation is never needed. The patient as a rule regains con- 
sciousness in from one to five minutes. Memory defects pass 
quickly. Symptoms of fractures occurred in only two instances. 
Curare preparations were not used. The best results were seen in 
endogenous melancholia and other depressive psychoses and 
neuroses. Reiter’s apparatus also seems to give excellent results 
in a number of anxiety neuroses, which are difficult to treat with 
other apparatuses, and a number of compulsion neuroses and 
stubborn cases of insomnia are also influenced favorably. 


Symptoms of Anxiety and Tension and the Accompanying 
Physiological Changes in the Muscular System. P. Sainsbury 
and J. G. Gibson. J. Neurol., Neurosurg. & Psychiat. 17:216- 
224 (Aug.) 1954 [London, England]. 


Sainsbury and Gibson studied by means of controlled experi- 
ments the relations between the symptoms complained of by 
anxious patients and the activity of the skeletal muscles. Their 
hypotheses were, first, that an increase in innervation of the 
skeletal muscles accompanies anxiety, so that in anxious patients 
attempting to relax not only will muscle tension be greater than 
in healthy subjects but those patients with most clinical evidence 
of anxiety and “tension” will have the most muscle tension, and, 
secondly, that the physiological mechanism underlying some of 
the common symptoms of anxiety is increased muscle tension. 
The 30 patients studied included 10 men and 20 women, ranging 
in age from 27 to 58 years. Fifteen of the patients had anxiety 
states, 13 had depression with anxiety and tension, and 2 had 
obsessional neurosis and anxiety. An inventory was made of 
their symptoms, their feelings, and their bodily complaints 
ascribable to muscular overactivity. A direct measure of the 
muscle tension of these patients was obtained by electronically 
summing the action potentials in the frontalis, forearm exten- 
sors, and, in some, the neck muscles, while they relaxed. The 
patients were divided into two groups: those whose symptom 
scores on the inventory were above and those who were below 
the median. The muscle tension scores of the former were sig- 
nificantly higher in both the arms and forehead. Those with the 
most clinical manifestations of anxiety and tension, therefore, 
were the more muscularly overactive. The patients were divided 
into those with and those without head, neck, or arm symptoms; 
the former showed significantly higher muscle tension in the 
relevant muscle. The onset of headache during recordings was 
accompanied by significant increases in the innervation of the 
frontalis muscle. Bodily symptoms attributable to a generalized 
alteration in muscular innervation, such as tremor and startle, 
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were accompanied by significant increases in muscle activity in 
well-separated areas. A significant concordance between four 
distinct muscle groups suggested that the body musculature as 
a whole receives increased innervation in patients who are 
anxious. 


Jaundice and Xanthochromia of the Spinal Fluid. L. B. Berman, 
L. W. Lapham and E. Pastore. J. Lab. & Clin. Med. 44:273-279 
(Aug.) 1954 [St. Louis]. 


Studies were undertaken to define more precisely the condi- 
tions under which bilirubin may appear in the spinal fluid in 
patients with jaundice. The aim was to analyze for bilirubin 
simultaneously drawn samples of blood and spinal fluid from 
jaundiced patients who showed no evidence of meningeal disease. 
Measurement of the bilirubin in the serum and spinal fluid of 
20 jaundiced patients revealed that detectable amounts were pres- 
ent in the spinal fluid in every case, including those with jaundice 
of recent onset. The authors point out that there is a variety 
of neurological diseases in which the spinal fluid becomes xantho- 
chromic. These include subdural hematoma and subarachnoid 
or cerebral hemorrhage. In a large city hospital with a relatively 
high percentage of admissions for alcoholism, both neurological 
disease with accompanying xanthochromia and liver disease with 
jaundice are common. When these two situations coincide in the 
same patient the data presented in this paper then become rele- 
vant to the interpretation of the xanthochromia in such a patient. 
The suspicion of head injury is a particularly frequent circum- 
stance. Because of the evidence presented that bilirubin may 
cross the meningeal barrier in detectable amounts in a matter 
of days, even with moderate elevations above normal in the 
serum, the authors believe that in the presence of jaundice, 
xanthochromia cannot be used without qualification as evidence 
of the presence of hematoma, and dependence must be placed 
on other kinds of neurological evidence. 


Lung Abscess Following Electroshock Therapy. J. M. Martt 
and G. A. Spikes. J. Nerv. & Ment. Dis. 119:358-364 (April) 
1954 [New York]. 


The 59-year-old man whose case is reported was given 
electroshock therapy for involutional melancholia. The clinical 
effect of the first electroshock treatment, which resulted in a 
petit mal reaction, was good; the patient ate well for the first 
time in three weeks. He relapsed after 24 hours, and electroshock 
treatment was resumed. Four applications were made, but only 
petit mal type of responses resulted. Following the fourth appli- 
cation the patient became cyanotic and apneic. Coramine was 
given intravenously, with return of labored respirations. The 
patient complained of severe pain in the right lower chest and 
the right upper quadrant of the abdomen. Roentgenography of 
the chest several hours later revealed extensive infiltrate through- 
out both lung fields and a large cavity was noted in the right 
perihilar region. After cultures of the blood, sputum, and urine 
were obtained, the patient was given penicillin, 200,000 units 
given intramuscularly every six hours, and chlortetracycline, 
500 mg. given intravenously every 12 hours. The following 
day he appeared worse, with increasing pain in the right 
chest, cyanosis, and dyspnea, and he was transferred to the 
medical service. Sputum cultures revealed Micrococcus (Staphy- 
lococcus) pyogenes var. albus, Corynebacterium, and other types 
of Micrococcus. An aspiration bronchoscopy performed on the 
third day obtained a large amount of thick, foul-smelling secre- 
tion. Culture of this material revealed a coliform bacillus and 
M. pyogenes var. albus. On the fifth day streptomycin was ad- 
ministered intramuscularly, and therapy with chlortetracycline 
was discontinued. Pain and tenderness persisted over the 
right lateral portion of the chest, and the patient became more 
dyspneic and cyanotic. The patient died on the ninth day, and 
autopsy revealed pulmonary emphysema, bilateral pulmonary 
abscesses, and bronchitis with bilateral bronchopneumonia. The 
authors-comment on the alteration in respiratory mechanics that 
occurs during and immediately following electroconvulsive 
therapy. With the onset of the tonic phase of the seizure, there 
is a maximum forced expiration with extreme elevation of the 
leaves of the diaphragm. This is followed by a period of apnea 
that lasts an average of 66 seconds and that terminates with 
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gasping and inefficient breathing for an average of nine seconds. 
Then there are maximum inspirations and hyperpnea for some 
minutes, and it is during this phase that aspiration may occur 
with resultant occlusion of the small bronchi. The profuse 
salivation that is seen with seizures contributes to the dangers 
of aspiration. The authors feel that oral infections and par- 
ticularly grossly infected carious teeth should preclude electro- 
convulsive therapy. Judging from the paucity of reports, lung 
abscess seems to be a rare complication of electroconvulsive 
therapy in the United States, but the European literature indi- 
cates an incidence ranging from 0.5 to 2.5%, and among Arabs 
the astounding incidence of 15% has been reported. 


Studies in Human Subjects on Active Immunization Against 
Poliomyelitis: II]. A Practical Means for Inducing and Main- 
taining Antibody Formation. J. E. Salk. Am. J. Pub. Health 
44:994-1009 (Aug.) 1954 [Albany, N. Y.]. 


Results of serologic tests in human subjects have led to the 
following conclusions. 1. Through the proper use of a suitably 
prepared noninfectious vaccine, formation of antibodies to the 
virus of poliomyelitis can be induced, and, in many instances, 
concentration of antibody in the serum can be raised to levels 
corresponding to those found in persons who have had a 
naturally acquired infection. 2. Primary immunization appears 
to sensitize the immunologic mechanism in a manner similar 
to that observed in persons who have had a natural infection. 
It would appear from the data here presented that the term 
“booster” cannot be applied to the last of a series of three in- 
jections given within a five week interval; still, a clearly demon- 
strable booster effect was achieved when an interval of seven 
months had elapsed since primary immunization. Clinical- 
epidemiological observations in the course of one month follow- 
ing the use of laboratory prepared vaccine in 4,000 persons and 
vaccine processed by producers of biologicals in 3,000 indicated 
no untoward effects, either local or systemic. The vaccine could 
cause an untoward reaction in penicillin-sensitive persons, since 
the culture fluid used in its preparation contains penicillin. This 
offensive effect must not be too pronounced, however, since 
many children believed to be allergic to penicillin or to a number 
of other allergens have been vaccinated with reactions no 
stronger than those observed in nonallergic children. 


GYNECOLOGY & OBSTETRICS 


Poliomyelitis with Pregnancy. J. S. Hunter Jr. and C. H. 
Millikan. Obst. & Gynec. 4:147-154 (Aug.) 1954 [New York]. 


Hunter and Millikan analyzed the records of 49 women who 
were admitted to the Mayo Clinic with acute poliomyelitis and 
pregnancy. The maternal mortality rate among these patients 
was 6%, and the fetal loss was 32%. The histories of 11 patients 
with the bulbar spinal type of poliomyelitis are presented in 
detail. The 49 pregnant women were treated for poliomyelitis 
during a nine year period when a total of 1,148 patients were 
admitted with poliomyelitis, of whom 190 were women in the 
child-bearing period, 15 to 45 years of age. Thus 49 or 26% 
of the 190 women of child-bearing age were pregnant, whereas 
the pregnancy rate in any year for women of the child-bearing 
age has been estimated at between 7 and 11%. The fact that 
44 of the 141 nonpregnant women were not married brings the 
pregnancy rate of those with poliomyelitis to over 31%. How- 
ever, the mortality rate from poliomyelitis was somewhat higher 
in the 141 nonpregnant women; there were 15 deaths (11%), 
compared to 3 deaths in 49 (6%). Poliomyelitis may complicate 
pregnancy at any stage of gestation. The severer forms of polio- 
myelitis are not limited to any particular trimester of pregnancy. 
The various types of poliomyelitis occur in both nonpregnant 
and pregnant women. The simultaneous occurrence of preg- 
nancy and poliomyelitis need not alter the treatment of the 
latter. The management of pregnancy and parturition compli- 
cated by acute anterior poliomyelitis was based on accepted 
obstetric indications. It was not necessary to resort to cesarean 
section except for obstetric indications. The anesthesia of choice 
for vaginal delivery in the presence of poliomyelitis is pudendal 
block; for cesarean section, it is local abdominal block. Bight 
miscarriages took place in the 49 pregnancies; and all eight of 
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these miscarriages occurred among the 13 patients who haq 
poliomyelitis in the first trimester. In addition to the eight mis. 
carriages, three infants involved in two pregnancies died as a 
result of preeclampsia and prematurity. The remaining five 
infants who were lost had mothers who had bulbospinal polio. 
myelitis. One infant in this latter group died of poliomyelitis six 
days after birth. 


Therapy of Carcinoma of Cervix Uteri. R. A. Kimbrough Jr. 
Pennsylvania M. J. 57:732-735 (Aug.) 1954 (Harrisburg, Pa,]. 


Kimbrough points out that considerable controversy exists 
concerning the value of radiation therapy of cancer that has 
already extended to regional lymph nodes. During the past 
decade a few surgeons in this country returned to the radical 
Wertheim operation combined with regional lymphnodectomy 
for the treatment of certain early selected cases of cervical car- 
cinoma. The reasons for this return to the surgical approach 
were: (1) to prevent recurrence or reoccurrence locally by re- 
moval of the cervix, (2) the fact that certain tumors are radiation- 
resistant, (3) the hope of salvaging a certain percentage of 
patients who already have lymph node metastases, and (4) the 
avoidance of untoward radiation injuries to surrounding struc- 
tures. More than two-thirds of cases are so far advanced that 
radical hysterectomy is not possible. To be of any value the 
operation must consist of removal of the entire uterus, the upper 
half of the vagina, both tubes and ovaries, the entire para- 
metrium, and sacral, obturator, and iliac lymphnodectomy as 
far as the bifurcation of the aorta. The ureter must be freed from 
the parametrium and all surrounding areolar tissue. Any hys- 
terectomy for invasive cervical carcinoma that is less extensive 
in scope must be branded as meddlesome, ineffectual, and 
dangerous. The author’s experience with radical hysterectomy 
leads him to believe that the survival rate is no greater than that 
obtained by proper radiation therapy in cases of similar extent. 
He believes that exploratory laparotomy combined with regional 
lymphnodectomy should constitute the first step in the therapy 
of cervical carcinoma. This procedure is followed by full exter- 
nal roentgen therapy and the local application of radium into 
the cervical canal and into the lateral vaginal vaults. Present 
methods of applying radium plus roentgen dosage yield an 
estimated cancerocidal dosage to structures 4 cm. distant from 
the midline. Therefore, the author depends upon the local appli- 
cation of radium to destroy the original lesion and on the com- 
bination of lymphnodectomy and external roentgen therapy to 
eradicate the disease along the lateral walls of the pelvis. This 
plan was initiated late in 1952; while it is much too early for 
Statistical evaluation, the author is encouraged to believe that 
increased salvage will result. 


Hypopituitarism Following Post-Partum Necrosis of Anterior 
Pituitary. R. W. Hornabrook and J. E. Caughey. New Zealand 
M. J. 53:210-216 (June) 1954 [Wellington, New Zealand]. 


Hornabrook and Caughey discuss infarction and necrosis of 
the pituitary following postpartum hemorrhage and puerperal 
sepsis. They cite the work of Sheehan, who not only demonstrated 
ischemic necrosis of the anterior pituitary in women who died 
during the puerperium, but who also together with Murdoch 
looked for evidence of hypopituitarism in patients who had 
survived hemorrhage and/or collapse at delivery. They found 
that postpartum necrosis of the pituitary was a not infrequent 
complication of severe collapse at delivery and suggested that 
many minor cases of pituitary necrosis occurred and produced 
less severe symptoms. In order to ascertain with what frequency 
postpartum pituitary necrosis occurred under New Zealand 
conditions a similar follow-up survey was carried out by Horna- 
brook and Caughey in Dunedin. Seventy of 157 women whose 
deliveries were complicated by postpartum hemorrhage were 
traced and interviewed, and, along with 30 women who had had 
normal deliveries and 10 with puerperal sepsis, they form the 
basis of this report. The patients were questioned and examined 
in respect of the group of symptoms that Sheehan considered to 
be significant. All the women with postpartum hemorrhage had 
had a blood loss in excess of 30 oz. (0.9 kg.). One woman only 
was found who experienced a pronounced change after the 
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ali the features of advanced hypopituitarism. This case is com- 
parable to the eight cases of “genital atrophy” found by Sheehan 
and Murdoch. Two women had mild hypopituitarism; 30 had 
minor changes that seemed to indicate a restricted lesion of the 
pituitary gland, with resulting impairment of function of a single 
end organ. Changes in menstruation were observed in 20 women; 
2 of these had menorrhagia, and 18 observed a definite shorten- 
ing of the menstrual period. In investigating the changes in 
ictation, there was difficulty in deciding between cases in which 
lactation was poor because of pituitary damage after obstetric 
collapse or because of other factors. Intolerance to cold was 
apparent in three patients. Loss of body hair also occurred in 
three patients. There was no close relationship between the 
degree and incidence of hemorrhage and collapse and the in- 
cidence of hypopituitarism. There is thus a statistically significant 
difference between the incidence of advanced hypopituitarism 
in the two series but the over-all picture is fairly comparable. 
The difference could be accounted for by the promptness of 
resuscitation by transfusion and other measures. 


ABO Heterospecific Pregnancy and Hemolytic Disease: A Study 
of Normal and Pathologic Variants. I. Patterns of Maternal A 
and B Isoantibodies in Unselected Pregnancies, II. Patterns of 
A and B Isoantibodies in Cord Blood of Normal Infants. W. W. 
Zuelzer and E. Kaplan. A. M. A. Am. J. Dis. Child. 88:158- 
192 (Aug.) 1954 [Chicago]. 


The patterns of isoantibodies against A and B blood groups 
were investigated with several techniques in 224 pregnancies, 
chiefly in group O mothers. In homospecific pregnancy of type 
0-0 the patterns were stationary before and after delivery. In 
heterospecific pregnancy the same range of titers was found, 
and the patterns likewise remained stationary during gestation 
and term. In the postpartum period a minority of cases of hetero- 
specific pregnancy showed a specific immune response to the 
fetal blood-group antigen. These responses occurred only in the 
mothers of secretor infants and in the case of group A infants 
only if the infant belonged to subgroup A;. The responses con- 
sisted of slight to moderate elevations of the saline titers, parallel 
changes in the gum acacia (“conglutinin”) titers, appearance of 
antibody demonstrable in serum media or by the indirect 
Coombs test after “neutralization,” and appearance of hemoly- 
sins, A nonspecific response of the opposite antibody frequently 
accompanied the response shown by the antibody antagonistic 
to the fetal blood group. In a few cases in which long range 
postpartum follow-up was possible, the response was subsiding 
but had not yet completely disappeared as late as seven months 
after delivery. The antibody patterns of multiparous group O 
women with previous A or B children, however, showed no 
evidence of a persistent effect of earlier heterospecific preg- 
nancies. Thus, heterospecific pregnancy may be followed by an 
immune response if the infant is a secretor, but there is no 
evidence that such responses, when caused by pregnancy, ordi- 
narily persist or affect unfavorably the outcome of future preg- 
nancies. The observed facts suggest that the antigenic stimulus 
ocurs during labor and is supplied by soluble specific sub- 
stances rather than by whole erythrocytes. The finding of high 
titers or immune types of isoantibodies in the postpartum period 
is of limited diagnostic value because of the occurrence of 
immune responses after normal heterospecific pregnancy. In 
both homospecific and heterospecific pregnancy the maternal 
serum occasionally shows immune properties against A. In five 
of the six pertinent cases, however, the possible effect of fetal 
aitigen from the present or earlier pregnancies would be ex- 
cluded, and in all cases the nature of the antigenic stimulus was 
obscure. These women were regarded as “dangerous universal 
donors.” The isoantibody patterns of cord sera were compared 
With those of the corresponding maternal sera in homospecific 
and heterospecific pregnancy. In homospecific pregnancy of type 
0-0, both anti-A and anti-B antibodies were shown in the vast 
majority of cord sera. Evidence was presented that in this type 
of pregnancy both saline agglutinins and “conglutinins” of anti-A 
and anti-B specificity pass the placental barrier. The height of 
the fetal titer was limited by that of the maternal titer but in 
addition was influenced by an individual variable of placental 
Permeability. The saline agglutinins were found to pass the 
Placenta less readily than, and independently of, the conglutinins. 
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In contrast to homospecific pregnancies in which the maternal 
antibody pattern is nearly always completely represented in the 
cord serum, in heterospecific pregnancy of type O-A or O-B the 
antibody antagonistic to the fetal blood group was nearly al- 
ways absent from the cord serum. The heterologous antibody 
was found in the cord sera of this group with nearly the same 
frequency as in homospecific pregnancy. In heterospecific preg- 
nancy of type A-B or B-A the single isoantibody present in the 
mother and antagonistic to the fetal blood group was regularly 
absent. These facts were interpreted as evidence that the placenta 
is normally permeable to maternal isoantibodies against A and 
B, whether or not they affect the fetal blood group. The mecha- 
nism chiefly responsible for the protection of normal infants in 
heterospecific pregnancy appears to be the neutralization of the 
potentially harmful maternal antibody by A or B substances 
in the tissues of the fetus. No evidence was found that the 
secretor property added to the degree of protection. In some 
cases free anti-A antibody was found in the cord blood of ap- 
parently normal infants of blood group A. Since in all instances 
the blood of these infants gave the reactions of subgroup Ae, 
the hypothesis was advanced that the maternal antibody reach- 
ing the fetus had A; specificity and behaved essentially like a 
neutral antibody. 


PEDIATRICS 


Pulmonary Hyaline Membrane: A Cause of Respiratory Failure 
in the Newborn. H. M. Purcell Jr. Arizona Med. 11:292-295 
(Aug.) 1954 [Phoenix, Ariz.]. 


Respiratory distress develops in certain newborn infants during 
the first few hours or days of life. Microscopic examination of 
the lung frequently reveals a pink-staining, homogeneous sub- 
stance lining the walls of the alveoli and smaller bronchioles— 
the hyaline membrane. Purcell points out that this pulmonary 
hyaline membrane has been studied extensively during the past 
few years, and he reviews the results of these investigations as 
well as the current thoughts regarding treatment of infants with 
hyaline membrane. He cites figures that prove the high incidence 
of hyaline membrane, particularly in prematurely born infants. 
This membrane apparently represents a sediment that remains 
after water has been absorbed from amniotic fluid. The most 
important phase of the treatment is directed toward the pre- 
vention of factors causing prematurity, postmaturity, and the 
need for cesarean section. High oxygen content of the inspired 
air will give the infant a better chance of maintaining adequate 
oxygenation of his blood. Elevation of the foot of the crib and 
gentle suction of nose and pharynx will aid in the removal of 
secretions from the upper respiratory passageways. These have 
been used as standard treatment of respiratory difficulty of the 
newborn. But perhaps of greater importance is the maintenance 
of a high moisture content of the inspired air. High humidity 
will combat drying of the intrapulmonary material, whether it 
is aspirated fluid or normal secretions, and thus facilitate removal 
either by cough or by the action of the tissue macrophages. The 
author describes a simple apparatus consisting of a standard 
nebulizer and oxygen equipment that can be used to increase 
the humidity in an incubator. 


Fever Persisting for Three Days and Followed by Exanthem in 
Infants: Exanthem Subitum. A. Windorfer. Deutsche med. 
Wehnschr. 79:1201-1204 (Aug. 13) 1954 (In German) [Stuttgart, 
Germany]. 


Windorfer reports the occurrence of exanthem subitum in 117 
infants in the course of four years. Fever persisted for three to 
four days in all of the patients, and 35 infants had convulsions 
during this period. Vomiting occurred in 39 patients and 
meningism in 24. Separation of the fontanels was observed fre- 
quently. Spinal puncture was done in 28 patients. The cerebro- 
spinal fluid was clear, but the cell number was increased in three 
patients, and the sugar content was increased in six. It varied 
from 70 to 145 mg. per 100 cc. A moderate relative leukopenia 
in 110 patients, which did not correspond to the high fever, was 
observed during the fever period. Temperature dropped by crisis, 
and the appearance of the rash presented the turning point of 
the disease and established the diagnosis. In this stage, leuko- 
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penia became pronounced, with lymphocytosis (65 to 95%), 
neutropenia, and eosinopenia. The spleen was palpable in 13 
convalescent infants. Exanthem subitum has been known only 
for about 40 years, but its incidence seems to be increasing in 
Europe and in America. It is communicable and may be classified 
with the “acute infectious diseases in civilized countries,” accord- 
ing to de Rudder’s classification. It is an independent, specific 
disease, which so far has occurred exclusively in infants. Indirect 
transmission is possible. The pathogenic agent seems to be a 
neurodermatotropic virus, since those symptoms predominate. 
A meningoencephalitis may be the cause of the frequent occur- 
rence of severe convulsions and meningitic symptoms. In the 
acute stage of the disease the diagnosis can not be made in most 
cases, but it becomes possible with defervescence and the appear- 
ance of the rash. Differentiation from other acute febrile dis- 
eases is difficult during the febrile phase, while differential 
diagnosis from measles and other exanthems is simple during 
the exanthematous phase. The course is typical, but it may be 
severe despite a generally favorable prognosis. 


DERMATOLOGY 


Malignant Melanoma: Review of Sixty-Three Patients. D. H. 
Riddell and B. McSwain. Am. Surgeon 20:827-833 (Aug.) 1954 
[Baltimore]. 


Failure to seek prompt medical advice and improper initial 
treatment are principally responsible for the low five year sur- 
vival rate in persons with malignant melanoma. Recurrence 
after removal of the primary tumor at some other institution 
has been reported in 80.5% of the patients with this condition 
seen at one hospital and in 64% of the patients in another series. 
Records of Vanderbilt University Hospital for the last 25 years 
show that 66% of 63 patients treated for malignant melanoma 
had previously received treatment elsewhere. Cauterization or 
desiccation had been used in 24% of these patients, and this fact 
indicates that no benign pigmented mole should ever be treated 
in this manner. The nature of the lesion—whether an infectious 
or squamous cell wart, a benign pigmented mole, or a malig- 
nant melanoma—should be established by microscopic section 
before any treatment is given, because the proper treatment for 
a malignant lesion cannot be instituted if the tissue has been 
destroyed by cautery. The fact that the number of patients seek- 
ing treatment for moles is increasing makes it more important 
than ever that the initial treatment should be adequate. Both 
benign and malignant melanin-bearing lesions may appear clini- 
cally nonpigmented; thus, in 20% of the malignant melanomas 
in this series no pigment could be detected on physical exami- 
nation. Ulceration, found in 44% of the skin lesions, is strongly 
indicative of malignant disease. The widely scattered lesions 
occurred most commonly on the head and neck, where 20 were 
found, in addition to 8 tumors of the eye (7 on the choroid and 
1 on the caruncle). Only 25% of the tumors were primary, 
metastasis having already occurred in the other 75% when the 
patients were first seen at the Vanderbilt University Hospital. 
The lesions were so far advanced in 23 patients that no opera- 
tive treatment, apart from a simple biopsy, could be given, and 
their condition was obviously hopeless. The other 40 patients 
were treated by excision of the lesions, with or without skin 
grafting and with or without regional node dissection. The radi- 
cal excision in continuity procedure was not used in any of the 
cases. Cures have apparently been obtained in 12 of these pa- 
tients, with survival times ranging from 5 to 21 years. The 
chances of obtaining a five year survival with adequate treat- 
ment can thus be considered good, but a five year survival period 
is not long enough for accurate evaluation of the results in 
malignant melanoma; two patients who had survived for five 
years later succumbed to recurrences six and one-half and eight 
years, respectively, after operation. 


Treatment of Plantar Warts with Carbon-Dioxide Snow. K. D. 
Crow and O. L. S. Scott. Lancet 2:312-315 (Aug. 14) 1954 
[London, England]. 


Although freezing of plantar warts with carbon dioxide snow 
had fallen into disrepute because of painfulness and a cure rate 
of only about 50%, Crow and Scott decided to reinvestigate 
this method. They found not only that freezing had to be con- 


J.A.M.A., Nov. 20, 1954 


tinued for five to six minutes but also that the thick hyper. 
keratotic cap had to be removed before freezing. They give the 
patient two tablets of codeine 40 minutes before treatment. The 
skin is cleaned and the hyperkeratotic cap of the wart is Pared 
down with a sharp scalpel. This paring should be done until 
minute bleeding points of the exposed papillae appear, A Circle 
is then inked 5 mm. outside the borders of the wart. This jp. 
sures exact position of the snow stick during freezing. The Stick 
is then made; its diameter should be slightly larger than that 
of the wart. That made by the apparatus used by the authors 
is large enough to treat the majority of warts. Freezing js con. 
tinued with firm pressure for five minutes, care being taken tha 
the stick is held perpendicularly in the center of the inked circle. 
When the stick is removed, a button-like area of frozen tissye 
is seen, and this is covered with a dressing. The patient is warned 
that some pain may be experienced for 5 or 10 minutes during 
thawing. It is advisable to give patients an analgesic to take 
home. Within four days a blister appears. After seven days the 
blister top, part of which includes the wart, is removed, and 
an adhesive dressing is applied. A red granular surface is ex. 
posed, in the center of which may appear what seems to be 
the remains of a wart, although its presence does not indicate 
failure. The raw surface heals painlessly within a few days, 
Two hundred patients were treated with carbon dioxide snow, 
and 67 were treated by curettage and cauterization. The wars 
were cured in 54 (or 81%) of those treated with the latter 
method. Freezing with carbon dioxide snow cured 186 (93%), 
Contrary to the general impression, prolonged freezing for five 
or six minutes will produce no more discomfort than freezing 
for a much shorter time. The pain experienced by most peopie 
usually amounts to little more than discomfort. Sleep is rarely 
interfered with, and most children return to school the next 
day. Freezing with carbon dioxide snow is the method of choice 
in treating plantar warts. 


UROLOGY 


Topical Neomycin in Treatment of Non-Specific Urethritis: Pre- 
liminary Report. C. Ferguson and J. Carron. Mil. Surgeon 
115:176-179 (Sept.) 1954 [Washington, D. C.]. 


Urethral discharge was the chief complaint in 106 male pa- 
tients seen in the urology outpatient clinic of the United States 
Public Health Service Hospital, Staten Island, N. Y. Those 
in whom gonococci were seen in the urethral smear were treated 
with procaine penicillin plus dihydrostreptomycin, with oxy- 
tetracycline, or with all three of these drugs and/or sulfona- 
mides. Neomycin sulfate alone or in combination with other 
antibiotic or chemotherapeutic agents was used in 65 patients 
with nonspecific urethritis, in whom the urethral smear never 
contained gram-negative intracellular diplococci. Ten cubic 
centimeters of aqueous 0.5% neomycin sulfate was instilled into 
the urethra by means of an asepto syringe and the solution 
allowed to remain for 20 minutes. This was accomplished by 
means of a spring clamp or manual compression by the patient 
at the fossa navicularis. The number of neomycin instillations 
per patient varied from one to seven. Fifty-nine of the 65 pa- 
tients treated with topical application of neomycin sulfate alone 
or in combination with other therapeutic agents showed sig- 
nificant improvement or complete clearing of urethral discharge. 
Five patients did not return for follow-up examination. One 
unimproved patient proved to have organisms sensitive only to 
polymyxin. One instillation of polymyxin cured this patient. 
This preliminary work indicates that urethral instillations of 
0.5% neomycin sulfate may hold promise in the treatment of 
nonspecific urethritis. Further studies are under way to evaluate 
more fully its effectiveness. Culture studies for sensitivity 1 
different antibiotics are indicated for those who do not respond 
to two or three instillations. A certain number will requite 
urethroscopy to rule out organic lesions. Neomycin sulfate was 
chosen for topical urethral instillation because it is said to exhibit 
activity against a variety of gram-positive and gram-negative 
bacteria. It is relatively nonirritating, has the advantage of being 
stable and active in alkaline solution, and is not inactivated by 
exudates, enzymes, or products of bacterial growth. This would 
seem to make it a highly suitable topical therapeutic agent 
infections of the genitourinary tract. ~ 
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yesical Allergy in Females. N. B. Powell and E. B. Powell. 
South. M. J. 47:841-848 (Sept.) 1954 |Birmingham, Ala.]. 


In a series of 154 private female patients with various com- 
plaints, 114 had transurethral bladder neck resections because 
they could not be cured by office treatment. All resected tissues 
were examined, without taking into account the clinical histories, 
and the total eosinophil count was recorded and classified. About 
one-third of the patients cperated on were suspected of having 
allergies and were treated by diet regulation and antihistamines. 
Only one patient (0.9%) of this group had definite evidence of an 
allergic reaction in the tissue sections. In the group of patients 
that was not clinically suspected, there were five times as many 
persons (4.4%) with tissue eosinophilia. Subsequent checking re- 
vealed a definite allergic history in each of these patients. All 
other possible causes of tissue eosinophilia were eliminated. The 
quthors feel that, since vesical allergy occurs in females, it 
doubtless occurs in males and in roughly the same percentage. 
Allergy must also occur in the kidney, ureter, urethra, and 
prostate; its recognition will explain some previously puzzling 
urologic conditions. 


OTOLARYNGOLOGY 


Tympanoplastic Treatment of Chronic Otitis Media. J. Venker 
and P. J. Kostelijk. Nederl. tijdschr. geneesk. 98:1833-1838 
(July 3) 1954 (In Dutch) [Amsterdam, Netherlands]. 


Before tympanoplastic therapy of chronic otitis media is de- 
cided on it must be ascertained whether the tympanic mem- 
brane is perforated, whether there is a discharge from the middle 
ear, and whether the nasopharynx contains processes likely to 
give rise to suppuration of the middle ear. In many cases it is 
desirable to make a roentgenogram of the mastoid. It is also 
necessary to test the hearing acuity; in doing so it is advisable 
to close the perforation in the tympanic membrane with a moist 
cotton pledget and retest the hearing. If hearing is better, then 
it is certain that the auditory ossicles are still functioning, and 
that both the round and oval fenestrae are still movable. If 
hearing is not improved, however, then either the chain of audi- 
tory ossicles is interrupted or fixed by connective tissue, or one 
or both of the fenestrae have fixed membranes. In the absence 
of a tympanic membrane the pledget can be placed in the 
fenestra rotunda, improvement in hearing then indicates mobility 
of both windows; if there is no improvement in hearing, how- 
ever, the windows are blocked, and for such cases, the fenestra- 
tion operation is the only solution. Patency of the eustachian 
tube should also be ascertained, because if this tube is not 
patent, tympanoplasty is of no value. During the operation 
care must be taken that any infectious process in the mastoid 
iscleared away; particularly cholesteatoma with its often freak- 
ish branchings must be completely removed. Removal of the 
infectious process from the tympanic cavity is difficult and re- 
quires a six to tenfold magnification of the surgical field. The 
auditory ossiscles may be surrounded by granulations, and, if 
ithas been ascertained that they still function, it may be difficult 
0 free them without causing damage. The mucosa of the 
lympanic cavity should be interfered with as little as possible, 
because it is required for the construction of the new tympanic 
cavity. A free skin transplant rather than a pedicled flap is used 
a plastic material. The object of the tympanoplastic treatment 
is complete removal of the infectious process and improvement 
of the auditory function by plastic repair. 


Mortalities and Morbidities Following 20,000 Tonsil and Ade- 
noidectomies. G. O. Cummings. Laryngoscope 64:647-655 
(Aug.) 1954 [St. Louis]. 


About 20,000 tonsillectomies and adenoidectomies were per- 
formed in a 30 year period. by general practitioners and oto- 
laryngologists in Portland, Maine, a community of 100,000 
People. Of the nine patients operated on who died, four died 
of hemorrhage; in two of these death occurred at the time of 
the intervention, and in the other two was caused by postopera- 
lve bleeding. Three patients died of cardiac arrest, and the 
anesthesia caused death in two. Lung abscesses occurred in 
seven young adults. Loose teeth lodged in the tracheobronchial 
ee of two children during the operation, and a piece of rubber 
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tubing covering the dental surface of a side-mouth gag was 
aspirated by a third patient. Bronchitis, pneumonia, infectious 
disease, acute otitis media, pyelitis, nephritis, and rheumatic 
flare-ups occurred in a number of patients after tonsillectomies 
and adenoidectomies. In order to prevent mortalities and mor- 
bidities after these operations, the following recommendations 
are made: Interns on rotating services should be taught to per- 
form tonsillectomies and adenoidectomies. Residents in oto- 
laryngological departments should spend at least three months 
in the department of anesthesiology. Drop ether should be 
used as the safest anesthetic. Atropine should be given pre- 
operatively. In all patients having postoperative bleeding, hemo- 
globin determinations should be done and an adequate blood 
transfusion performed if the hemoglobin level is below 60%. 
Patients should be operated on in a position in which the head 
is low. The patient should be kept in the operating room until 
he has reacted from his anesthesia and be accompanied to the 
ward room or to the recovery ward by an anesthetist. Close 
postoperative watch should be kept by the nursing staff for 
bleeding or vomiting of blood; pulse, respiration, and color 
should be noted at hourly intervals for the first 12 hours. Intra- 
tracheal anesthesia should be limited to adults. Preoperative 
sedation with despressant drugs should not be used in children. 
If cardiac arrest occurs, the chest should be opened and the 
heart massaged. Allergy per se is not a contraindication to 
tonsillectomy and adenoidectomy. The possible relationship of 
poliomyelitis to tonsillectomy and adenoidectomy requires 
further study. 


THERAPEUTICS 


Clinical Evaluation of Tolserol in the Post-Alcoholic Syndrome. 
H. I. Goldman. Rocky Mountain M. J. 51:689-699 (Aug.) 1954 
[Denver]. 


The effect of mephenesin (Tolserol) on the postalcoholic syn- 
drome was observed in 242 subjects who were committed to the 
city or county jails in Denver on account of alcoholism. Forty 
were women. The ages ranged from 16 to 88 years. There were 
198 chronic alcoholics who had been put in jail repeatedly for 
drunkenness; 44 persons were in jail for their first offense. The 
drug was administered orally in the form of tablets. The 
initial dose was 2 gm. (four tablets) and then 1 gm. (two tablets) 
every four hours until relief was obtained. In 158 cases the 
initial dose of 2 gm. was sufficient to relieve the symptoms. In 
12 persons there was no relief after six doses, and they were 
hospitalized for further treatment. In the remaining 72 persons 
it took from two to six doses to effect relief. The symptoms 
were tremors, insomnia, or a mild alcoholic psychosis. Patients 
who were maniacal or who exhibited symptoms of acute alco- 
holic poisoning when first seen are not included in this series, 
since they were sent to the hospital for definitive care at once. 
With failure in only 12 persons, this drug has proved so effec- 
tive that it has replaced the treatment with bromides and pheno- 
barbital that had been customary in the city jail. 


Lowering of Serum Cholesterol by the Administration of a 
Plant Sterol. M. M. Best, C. H. Duncan, E. J. Van Loon and 
J. D. Wathen. Circulation 10:201-206 (Aug.) 1954 [New York]. 


Beta-sitosterol, one of the most widely distributed plant 
sterols, was administered orally in doses of 5 to 6 gm. immedi- 
ately before the ingestion of food to nine patients on an un- 
restricted diet, seven of whom were hypercholesterolemic, while 
two had serum cholesterol levels within the normal range. The 
patients were studied for from 13 to 29 weeks, were seen at 
weekly intervals, their weight recorded, and determinations of 
serum total cholesterol levels made. A significant reduction of 
serum total cholesterol occurred, and a lowering of the ratio 
of serum total cholesterol to lipid phosphorus was observed. 
The reduction was largely due to the change in cholesterol, 
since lipid phosphorus was not constantly altered. A reduction 
in the “atherogenic” S; 10-100 classes of lipoproteins was ob- 
served in three persons whose serums were studied by the 
analytic ultracentrifuge. Toxic or unpleasant side-effects were 
not observed in the patients who were given sitosterol. Beta- 
sitosterol, by interfering with the absorption of dietary cho- 
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lesterol and with the reabsorption of that excreted into the 
gastrointestinal tract, offers a means of studying the effects of 
a sustained lowering of serum cholesterol in atherosclerotic 
States. 


PATHOLOGY 


Giant-Cell (Temporal) Arteritis. R. H. Heptinstall, K. A. Porter 
and H. Barkley. J. Path. & Bact. 67:507-519 (April) 1954 
{Edinburgh, Scotland]. 


The 14 cases of giant-cell temporal arteritis described here 
included 11 in which biopsy of the temporal arteries was per- 
formed, 2 in which there was both a biopsy and an autopsy, 
and 1 in which there was an autopsy only. With the exception 
of one man aged 48, all 14 patients were over the age of 62; 
there were 10 men and 4 women. Visual disturbances occurred 
in eight patients and pain in limbs and joints in five. The cause 
of death in the three cases studied at autopsy was amyloidosis 
in one and cerebral softening in the other two. Vascular changes 
were widespread in these three cases, affecting the aorta, 
branches of the carotids, and large limb arteries. There is a 
distinctive histological picture with giant-cell reaction and dis- 
ruption of the internal elastic lamina, the giant cells being 
arranged in relation to damaged elastic tissue. In some cases 
giant cells are scanty, and they probably decrease in number 
as the lesions age. The patient who died from amyloidosis also 
showed arthritic changes. Although the histological picture is 
in many respects similar to that of polyarteritis nodosa, there 
are sufficient points of difference to warrant a separation in the 
present state of knowledge. 


Relation Between Tissue Injury and Manifestations of Pulmo- 
nary Fat Embolism. H. J. Whiteley. J. Path. & Bact. 67:521- 
530 (April) 1954 [Edinburgh, Scotland]. 


Whiteley searched for pulmonary fat embolism in autopsy 
studies on 14 battle and 19 civilian casualties and found it in 
all but 4 of these 43 cases. It was always present after frac- 
tures and often after soft tissue injuries. He also found fat 
embolism in 10 of 28 surgical and in 10 of 62 medical cases that 
came to autopsy, but he found none in 25 children. He feels 
that when fat embolism is seen in routine autopsies the fat 
may possibly be derived from the liver, since carbon tetra- 
chloride poisoning of rats causes similar degrees of pulmonary 
fat embolism after fatty change has been induced in the liver. 
Experiments on rats gave no evidence to support the view that 
fat emboli could be derived from clumping of the chylomicrons, 
as there was no greater degree of pulmonary fat embolism after 
muscle ischemia in the fat-fed animal than in the fasting animal. 
Furthermore, it was found impossible to induce in vitro clump- 
ing of chylomicrons with extracts of organs from postischemic 
animals. Muscle ischemia in rats was found to reduce the intra- 
venous dose of fat needed to cause symptoms or death. In these 
animals the pulmonary emboli were larger and less numerous 
and were found more frequently in the arterioles than in the 
controls, in whom the emboli were usually in pulmonary capil- 
laries. It is concluded that there is a dual relationship between 
tissue injury and fat embolism; not only does fat enter the 
circulatory system from the site of injury, but the injury itself 
modifies the pulmonary vascular bed, making it more sensitive 
to the presence of intravascular fat. 


RADIOLOGY 


Roentgen Changes Observed in Generalized Scleroderma: Re- 
port of 63 Cases. J. A. Boyd, S. I. Patrick and R. J. Reeves. 
A. M. A. Arch. Int. Med. 94:248-258 (Aug.) 1954 [Chicago]. 


Boyd and associates review observations in 63 patients with 
scleroderma observed in Duke Hospital during the past 20 
years. Particular attention was given to the roentgenographic 
records available in 57 of the cases. Roentgenographic studies 
of the chest were made in 54 cases, and abnormalities were 
found in the lung fields in 24 patients. The predominant change 
was an interstitial-like infiltrative process in the central portions 
of both bases. This process tended to clear partially and then 
recur, with increased distribution on each recurrence. As the 
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disease progressed, the lung lesion became more widespread and 
a definite permanent, progressive fibrotic component became 
recognizable. In two patients large pneumonoceles were seen 
with subsequent development of pneumothorax. Necroptic 
studies on the lungs were made in two cases. In one of these 
there were extensive fibrotic alterations and prominent vascyla, 
changes consisting of medial hypertrophy and intimal prolifera. 
tion of the vessel walls. In the other, the appearance was sim. 
ilar to that described in the lung in so-called rheumatic pney. 
monia. The gastrointestinal tract was examined by roentgenog. 
raphy in 29 patients, and 23 showed changes in the esophagus: 
whenever the stomach or small intestine was examined in these 
cases, lesions were found also in these organs. The esophagea] 
changes varied, in some cases there was marked narrowing of 
the sphincter area, with dilation, loss of tone, and absence of 
peristaltic activity; others showed narrowing of the whole 
esophagus and rigid walls. The esophagus emptied only by 
gravity, and the mucosal pattern was absent. Degenerative 
muscle changes with thinning and atrophy occur and may result 
in a dilated esophagus. The narrow rigid type is thought to be 
primarily caused by fibrosis, which in turn is caused by repeated 
episodes of esophagitis. In one case necropsy revealed a wide 
zone of collagen degeneration beneath the inner longitudinal 
layer of muscle. In the circular and outer longitudinal muscle 
layers there were degenerative changes. The submucosal areg 
showed alteration of the connective tissue by collagen degenera- 
tion. Roentgenograms of the hands were made in 31 patients, 
and in 27 abnormalities of the soft tissues were seen, which 
consisted of swelling or atrophy. In some cases there were cal- 
cium deposits. In several cases there was diffuse atrophy in the 
region of shoulders and chest wall, with calcium deposits that 
were both subcutaneous and intramuscular. Raynaud's phe- 
nomenon was observed in about 50% of the cases with soft 
tissue changes. There were 31 cases in which various joint exami- 
nations were made, and 17 patients of this group showed changes 
resembling rheumatoid arthritis. In the 22 cases in which roent- 
genoscopy revealed an enlarged heart, the electrocardiographic 
records varied. Liver or spleen was enlarged in 13 of the 24 
patients in whom the abdomen was examined. Involvement of 
the kidneys was observed in necropsy studies. The conclusion 
is reached that there is a high incidence of roentgenologic 
change in generalized scleroderma. 


The Role of Cortisone in Preventing Pulmonary Fibrosis Fol- 
lowing Irradiation: Preliminary Report. R. M. Friedenberg and 
S. Rubenfeld. Am. J. Roentgenol. 72:271-277 (Aug.) 1954 
[Springfield, Ill.]. 


Nine patients with histopathologically proved carcincma of 
the lung received intensive roentgen therapy. The total dose 
administered varied from 3,000 r to 38,400 r, and the time of 
administration varied from 27 to 70 days. Cortisone was given 
orally in doses of 100 mg. daily starting one week after the 
beginning of roentgen therapy and continuing for one to two 
weeks after roentgen therapy was completed; the total dose of 
cortisone administered varied from 2,000 to 3,800 mg. All pa- 
tients had chest roentgenograms taken semimonthly and were 
followed for one to six months; six patients were followed over 
three months. No pulmonary fibrosis was observed in the zone 
of irradiation in any of these patients despite the intensive roent- 
gen doses given. Subjective improvement was observed. In one 
additional patient with cancer of the lung who had received a 
total dose of 32,400 r, massive fibroatelectasis of the entire right 
lung had developed four months after completion of the irradi- 
ation therapy; he had progressively increasing dyspnea, cough. 
and chest pain. For this severe reaction, the patient was given 
3,600 mg. of cortisone; after its administration the dyspnea and 
cough completely disappeared, the chest pain became mild, his 
appetite improved, and he gained 8 Ib. (3.6 kg.) in weight, al 
though no objective improvement was revealed by the roent- 
genogram. The authors’ findings suggest that cortisone may b 
of value in inhibiting pulmonary fibrosis after irradiation. Cor- 
tisone may act either as an inhibitor of cellular activity during 
the formation of fibrous tissue or may increase the rate of Ie 
moval of connective tissue and reestablish the preexisting 
equilibrium between the deposition of connective tissue and its 
removal. 
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BOOK REVIEWS 


Roentgen-Diagnostics. By H. R. Schinz, W. E. Baensch, E. Friedl, and 
E. Uehlinger. Volume IV: Gastrointestinal Tract, Gynecology, Urology. 
English translation arranged and edited by James T. Case, M.D., D.M.R.E. 
First American edition (based on fifth German edition). Cloth. $50. Pp. 
3999-4029, with 1019 illustrations. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1954. 





The arduous labor of the editor and his co-workers in trans- 
lating and arranging this English edition of the four volumes 
and a small index has been completed. The result surpasses any- 
thing that has been published on roentgenologic diagnosis. The 
fourth volume of this truly monumental work covers the gastro- 
intestinal tract, gynecology, and urology. Authoritative, exhaus- 
tive, lucidly written, and beautifully and profusely illustrated, 
it is equal to the standard of the previously published volumes 
in this series. It is much more than a treatise on roentgenologic 
diagnosis. The normal and abnormal physiology, anatomy, and 
pertinent clinical features are succinctly presented, as an aid to 
the interpretation of the roentgenologic findings. The contribu- 
tions of Professor Cocchi on the hereditary aspects of disease 
ae particularly interesting. An extensive bibliography follows 
each chapter with many more references to recent American 
and English publications than was evident in the previous 
volumes. This volume is well printed, and the illustrations are 
excellent, although some readers may object to predominant use 
of the reverse tone reproductions. It contains about 1,000 pages. 
For this size the binding is somewhat fragile. Despite these minor 
flaws, the authors, editor, and publisher are to be congratulated 
for a job extraordinarily well done. 


Practical Obstetrics. By Bruce T. Mayes, M.V.O., M.B., B.S., Professor 
of Obstetrics, University of Sydney, Sydney, Australia. Foreword by 
John A. Stallworthy, M.A., F.R.C.S., F.R.C.0.G. Second edition. Cloth. 
$7/6. Pp. 500, with 181 illustrations; drawings by Vergil Lo Schiavo, B.A. 
Angus & Robertson, Ltd., 89 Castlereagh St., Sydney, N.S.W., Australia; 
48 Bloomsbury St., London, W.C.1, England, 1954. 


Those who had the privilege of reading Mayes’ first edition 
will enjoy the second. Because this is not a textbook but rather 
a discussion of problems in the office, at the bedside, in the 
labor room, and in the delivery room, the author uses a con- 
versational style. Throughout the book, Mayes emphasizes not 
what one should do but what he himself has done—an excellent 
way of teaching. The original 22 chapters have been brought 
up-to-date and 16 new chapters added. Many of the illustrations 
are in color, and all are clear and instructive. In the discussion 
of toxemia, the author emphasizes the recuperative power of 
nature and the great value of rest. Because rubella in pregnancy 
entails great risk of physical damage to the baby and mental 
damage to the mother, termination of pregnancy seems to be 
a reasonable line of treatment. The author is conducting a 
three year survey of Priscilla White’s hormone therapy in 
diabetic, gravid women. His cesarean section incidence for 
Placenta previa is 36%, and this high rate appears to be 
justified. Incisions of the cervix in prolonged labor are rarely 
advisable. In breech presentations, external version is recom- 
mended at 30 to 32 weeks. For the delivery of the arms in breech 
cases, the author has found the Lévsett technique to be a great 
advance. Local anesthesia to the pelvic floor and perineum is 
% simple, and in some cases so helpful, that the author is 
surprised it is not more often used in Australia. The -medio- 
lateral episiotomy is recommended and fully described and 
illustrated. For surgical induction of labor in multiparas, artifi- 
cial rupture of the membranes with injection of oxytocin 
Pitocin) is the procedure of choice. In primiparas, the mem- 
branes are stripped with a “glycerinated” finger followed by 
medical induction with castor oil, quinine, warm enema, and 
Pituitary extract. The author does not hesitate to suggest 
manual removal of the placenta whenever the loss of blood is 
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great. He lays down a sound working rule that every cesarean 
section with the present standard of inadequate hemostasis 
requires a transfusion. In a book on obstetrics, it is unusual to 
find sections on sterility and artificial insemination; 30 pages 
are devoted to these subjects. This book is written in a delight- 
ful, informal style, and the advice given for all obstetric man- 
agement is conservative of both maternal and fetal life and 
health. 


The Clinical Interaction with Special Reference to the Rorschach. By 
Seymour B. Sarason, Associate Professor of Psychology, Yale University, 
New Haven, Conn. Under editorship of Gardner Murphy. Cloth. $5. Pp. 
425, with 10 illustrations. Harper & Brothers, 49 E. 33rd St., New York 
16, 1954. 


This book represents a systematic inquiry into the variables 
that must be understood before one person can begin to under- 
stand the behavior of another in any face-to-face relationship. 
The major contention of the author is that the clinical inter- 
action shares many common variables with all other forms of 
interpersonal interaction. He further contends that the failure 
to seriously consider the implications of the interpersonal 
nature of the clinical interaction has obscured the similarities 
that exist among different clinical problems and has made 
evaluation of research extremely difficult. The first part of the 
book is concerned with those variables arising within the 
patient, the stimulus, and the psychologist himself that could 
affect the behavior of the patient within the interaction and 
bias the conclusions that the psychologist reaches on the basis 
of this behavior. While the relation of these many variables to 
the character of the interaction is by no means clear, the 
author reviews the pertinent research that sheds light on this 
relationship. Where such research is lacking he points out the 
areas that most seriously demand further investigation and 
gives suggestions as to how the various problems might be 
attacked. 

To illustrate the conclusions arrived at in part 1, the second 
portion of the book is concerned with the Rorschach technique. 
Since it consists of a definable stimulus used in a specific kind 
of situation, the author views this technique as a microcosm 
of human interaction as a whole. As such he feels it can serve 
as a valuable tool in research for discovering the variables 
operating in all interactions. This section contains a critical 
evaluation of traditional Rorschach assumptions and scoring 
practices and evaluates the major research in this area. The 
third portion of the book discusses the clinician's assumptions 
about personality and the nature of the interpretive process. 
The latter is demonstrated by a response-by-response analysis 
of six Rorschach tests. The book has a great deal to offer any- 
one whose work involves the interpretation of human behavior. 
It serves as a challenge to the tendency to complacently accept 
traditional assumptions about human nature and interpersonal 
interaction that have never been scientifically verified. 


Chromatographische Methoden in der Protein-Chemie: Einschliesslich 
verwandter Methoden wie Gegenstromverteilung, Papier-lonoph Von 
Fritz Turba, Professor Dr. Rer. nat., organischchemisches und pharma- 
kologisches Institut der Universitit Mainz. Cloth. 69 marks. Pp. 358, with 
258 illustrations. Springer-Verlag, Reichpietschufer 20, (1) Berlin W. 35 
(West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; Géttingen, Ger- 
many, 1954. 





This exhaustive monograph on techniques of chromatography 
and its close relatives, paper iontophoresis and counter-current 
extraction, as applied to analysis and synthesis of proteins, 
covers the world literature through 1952 and even cites a few 
1953 references. Topics covered that are of special interest to 
medical scientists are purification of corticotropin and penicil- 
lin, analysis of the amino acids in normal and abnormal hemo- 
globins, and analysis of serum albumins. The organization is 
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logical, the writing is clear, and diagrams and graphs are plenti- 
ful. The printing and binding are good. There is no subject 
index. 


Manual of Child Psychology. Edited by Leonard Carmichael, Secretary, 
Smithsonian Institution. Contributors: John E. Anderson, et al. Wiley 
publication in psychology, Herbert S. Langfeld, advisory editor. Second 
edition. Cloth. $12. Pp. 1295, with illustrations. John Wiley & Sons, Inc., 
440 Fourth Ave., New York 16; Chapman & Hall, Ltd., 37-39 Essex St., 
Strand, London, W.C.2, England, 1954. 


The first edition of this book appeared in 1946. Both editions 
are intended to “bridge the gap between the excellent and varied 
elementary textbooks in this field and the scientific periodical 
literature of psychology.” This voluminous edition comprises 
19 chapters, each written by one or more prominent psy- 
chologists in various areas of child psychology. The chapters 
cover such topics as the neonate, physical growth, learning in 
children, the adolescent, emotional development, gifted children, 
and psychopathology in childhood. The style and approach in 
each chapter are, by virtue of the variety of authors, different, 
but each shares the laudable feature of an extensive coverage 
of the history and prevailing views as well as a complete review 
of the literature in the bibliographies. The initial chapter, “The 
Methods of Child Psychology,” by John Anderson, discusses at 
some length not only the history of the science but the various 
methods used for study of children. Anderson says, “In any 
organization of matter in the world of space and time, science 
assumes that lawful relations exist which can be determined 
independently of any particular individual or context; i. e. 
similar principles can be found which operate in many different 
individuals and in many different contexts. Knowing such 
principles we gain control over particulars; without knowing 
them behavior appears meaningless. The phenomena and 
principles underlying Weber’s law, the distribution of effort, 
conditioning, and reinforcement would fall under this head. 
This is the traditional content of psychology.” The book con- 
tains much of the accumulated data on the prenatal and early 
life development of birds, animals, and man, but not all of the 
studies are equally valuable. Chapters are also devoted to in- 
tellectual, emotional, and physical growth. This book is suffi- 
ciently complete to serve as a reference book for students. 
Psychiatric and psychoanalytic sources are quoted liberally 
throughout the book, but psychoanalysis is disparaged about 
as often as it is praised. The average physician would not find 
time to read this book from cover to cover, nor would some 
of its chapters be of much value to him; however, it is a book 
that has value for the pediatrician, the psychiatrist, or other 
physicians who work primarily with children. 


Histology. Edited by Roy O. Greep, Ph.D., Dean and Professor of 
Dental Science, Harvard School of Dental Medicine, Boston. With 13 con- 
tributors. Cloth. $15. Pp. 953, with 648 illustrations. Blakiston Company 
(division of Doubleday & Company, Inc.), 575 Madison Ave., New York 
22, 1954. 


Although there are at present several excellent and authori- 
tative textbooks in histology for medical students, there is 
certainly room for one like this. This was originally intended 
to be the sixth edition of Bremen and Weatherford’s “Textbook 
of Histology”; however, a vastly different and superior book 
has emerged. The present book is the result of the joint effort 
of different authors: E. W. Dempsey wrote on the structure of 
organisms, muscular tissue, mammary glands, and the thy- 
roid gland; H. W. Deane wrote on cell structure and func- 
tion, histochemistry, and the embryologic origin of tissues, 
epithelium, alimentary tract, liver, gallbladder, and pancreas; 
D. W. Fawcett on mesenchyma and connective tissue, adipose 
tissue, cartilage, and bone; M. Singer, the nervous system; R. 
Barrnett, the blood vascular system; L. P. Weiss, blood, the 
development of blood cells, the sites of blood cell reproduction, 
bone marrow, lymphatic tissue, and the origin of blood cells 
and their relationship to connective tissue; G. F. Odland, skin 
and epidermal derivatives; R. F. Sognnaes, the oral cavity; E. 
H. Leduc, the respiratory system; G. W. Wislocki, placentation; 
R. L. Carpenter, the eye; and M. H. Lurie, the ear. The editor 
contributed the chapters on the female and male reproductive 
systems, the hypophysis, the pineal body, the parathyroid, and 
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the adrenals. Despite the fact that this is a multi-authored book 
there is no disturbing heterogeneity in the general didactic 
aspect of the chapters by the different authors. Similarly the 
style is uniformly direct and uncomplicated. Although the book 
is voluminous, there is no inclusion of many morphological 
minutiae but rather a full discussion of relevant, scientific find. 
ings. By giving adequate background, a textbook of this type 
should facilitate study and stimulate the student to further 
inquiry. The book is outstanding in that there is a Consistent 
consideration of current work and the newer developments in 
the physical and chemical approach (such as x-ray diffraction 
electron microscope, birefringence, and histochemistry) to 
histological and cytological problems. The figures are generally 
good, and several of them show subject matter hitherto not 
illustrated in the available textbooks for medical students, Each 
chapter is followed by a list of pertinent literature. Although 
in the bibliography in a textbook it does not appear necessary 
to include all the names mentioned in the text, it seems tha 
there is in this book a little too much divergence in this respect, 
This deficiency is minor, but it is hoped that it will be corrected 
in subsequent editions. 


Endokrinologische Psychiatrie. Von M. Bleuler, Professor der Psy. 
chiatrie in Zurich. Mit einem Beitrag von R. Hess. Cloth. 46.50 marks, 
Pp. 498, with 30 illustrations. Georg Thieme, Diemershaldenstrasse 47 
(14a) Stuttgart O, Germany; agents for U. S. A. and Canada, Intercon. 
tinental Medical Book Corporation, New York 16, 1954. 


It is customary to think of the various endocrine organs as 
affecting specific tissues and metabolic functions; however, the 
hormones affect all the tissues and bodily functions to some 
degree, including the nervous system, which, in many cases, 
reacts to endocrine abnormalities in a striking manner. Thus 
the striking effects of hypothyroidism or hyperthyroidism on the 
psyche are well known, as are the more subtle effects of acro- 
megaly, diabetes, adrenal cortical hypofunction (Addison's 
disease), and pituitary basophilism. Endocrine variations that 
accompany the menopause, infantilism, or sexual precocity also 
are reflected in the patient’s personality and behavior. Bleuler 
in this volume has brought together the world’s literature on 
the relation of endocrinologic disturbances to psychiatric and 
behavioristic phenomena. The subject is exhaustively reviewed 
from every standpoint, with documented references to over 
2,700 citations that are included as an appendix. Professor Hess 
has added an equally complete review of the alterations in the 
electroencephalogram observed in endocrine disease. This 
encyclopedic coverage of the subject includes such uncritical 
material as the hypothetical attribution of paranoia and 
schizophrenia to endocrine dusturbances or the attempt to 
ascribe the character of Voltaire to the fact that he was 
acromegalic, as judged from extant drawings of his facial 
appearance. Despite this flaw, the book is, on the whole, sound 
and is an excellent and unique contribution to medical litera- 
ture. Psychiatrists, endocrinologists, and internists will profit 
from reading it and obtain a better understanding of the rela- 
tion of endocrine dysfunction to its psychosomatic manifesta- 
tions. The format of the book and the lucid style of the 
author are also commendable. 


Encyclopedia of Chemical Technology. Volume 12: Sabadine to Stil- 
bestrol. Edited by Raymond E. Kirk, Head, Department of Chemistry, 
Polytechnic Institute of Brooklyn, Brooklyn, N. Y., and Donald F. Othmer, 
Head, Department of Chemical Engineering, Polytechnic Institute of 
Brooklyn. Assistant editors: Janet D. Scott and Anthony Standen. Cloth. 
$25 sub. price; $30 single copy. Pp. 955, with illustrations. Interscience 
Publishers, Inc., 250 Fifth Ave., New York 1, 1954, 


Terms beginning with the letter § are so numerous and 9 
important in chemical technology that this volume will be very 
useful. There are excellent short accounts of such therapeutically 
interesting substances as salicylates, including p-aminosalicylic 
acid (PAS) and its sodium salt, saponins and sapogenins, colloids 
from seaweed (agar and algin), sequestering agents such 4 
ethylene diamine tetra-acetic acid (EDTA), immune serums, 
silicones, silver preparations, and sterols and steroids. Also of 
direct interest to the medical profession are the sections on stains, 
for tissue and for other biological preparations, and on steriliza- 
tion. There are exceptionally complete articles on industrial 
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safety, salt, silica and silicates, smokes and fumes, solvents, 
sprays and spraying, steam, steel, and stereochemistry. Health 
hazards are emphasized throughout the text. Bibliographies at 
the end of the articles and extensive cross references to other 
parts of the work enhance the value of this encyclopedia. 





Roentgenology. Volume II: The Head, Neck and Spinal 
Column. By Alfred A. de Lorimier, M.D., Radiologist, Saint Francis 
Memorial Hospital, San Francisco, Henry G. Moehring, M.D., Radiologist, 
Duluth Clinic, Duluth, Minn., and John R. Hannan, M.D. Cloth. $18.50. 
pp, 464, with illustrations. Charles C Thomas, Publisher, 301-327 E. 
ipwrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 


9B, Canada, 1954. 


This second volume of clinical roentgenology is patterned 
after the first volume on the extremities. The illustrations in 
each section are numerous, complete, and reproduced unusually 
yell. Each major classification, i. ¢., head, neck, and spinal 
column is preceded by a good discussion on embryology, roent- 
genologic anatomy, and technical requirements. Again as in 
volume I the text in each entity is divided into general consid- 
eration, roentgenologic manifestations, clinical corroboration, 
laboratory corroboration, differential coordination, and refer- 
ences. The text on the clinical material is perhaps too brief, 
but that on the roentgenologic findings is adequate. The section 
on the head not only includes pneumography, arteriography, 
and diseases of the skull, but also the mastoids, paranasal 
sinuses, temporomandibular joints, and the teeth. The outstand- 
ing feature of the volume is the roentgenogram reproductions. 
Itis a welcome companion to volume I. Radiologists and other 
physicians interested in the head, neck, and spinal column, 
should find the book of value. 


Legal Medicine: Pathology and Toxicology. By Thomas A. Gonzales, 
MD., Professor of Forensic Medicine, New York University Post-Graduate 
Medical School, New York, Morgan Vance, M.D., Deputy Chief Medical 
Examiner of City of New York, New York, Milton Helpern, M.D., Chief 
Medical Examiner of City of New York, and Charles J. Umberger, Ph.D., 
Toxicologist, Office of Chief Medical Examiner of City of New York. 
Introduction by Harrison S. Martland. Second edition. Cloth. $22. Pp. 
1349, with illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd St, 
New York 1, 1954. 


The material for this second edition that has been generally 
rewritten and significantly expanded—nine chapters of new ma- 
terial have been added—is based on the authors’ experience with 
material from the medical examiner’s office of New York City, 
although each chapter has a bibliography of salient references. 
Numerous plates and case reports are used to illustrate points 
considered by the authors. The text adequately covers all facets 
of pathology that may be encountered in cases coming under the 
jurisdiction of coroners or medical examiners. Although the 
authors describe their own experiences, they are aware of theories 
and opinions of others. In the chapter on blood groups, Wiener’s 
symbols are employed, and CDE equivalents are listed and 
briefly commented on. Clinical evaluation of many poisons and 
the lesions caused by them is effectively covered, but the dis- 
cussion on pesticides appears to be inadequate. Insecticides are 
discussed under “insects” in a chapter on poisonous animals. 
The section on analytical toxicology departs from the usual 
presentation of this subject in that it is built on a scheme of 
analysis rather than on a consideration of poisons. While this 
may appear confusingly complex, a correlation chart, in which 
almost 200 of the commoner nonvolatile poisons are listed alpha- 
betically, is given in a supplement. Although most of the pro- 
cedures lead to qualitative findings only, some quantitative work 
included. This section is not for the novice, but for the sea- 
soned toxicologist in a well-equipped laboratory. The book is 
unusually free from typographical errors, and the format and 
ype make it easy to read. The authors are well qualified to 
write such a book and they have signally met their objectives. 
All persons interested in legal medicine should have a copy 
readily available, and, since about 20% of deaths come under 
the jurisdiction of medical examiners or coroners, it would be 
well for physicians to become acquainted with the material in- 
Cluded. This book can be accepted as the standard reference 


book for legal medicine, pathology, and toxicology in this 
country, 
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BOOK REVIEWS 





Heart: A Physiologic and Clinical Study of Cardio-Vascular Diseases. 
By Aldo A. Luisada, M.D., Associate Professor of Medicine and Director, 
Division of Cardiology at Chicago Medical School, Chicago, under Teach- 
ing Grant of National Heart Institute, U. S. Public Health Service. With 
foreword by Herrman L. Blumgart, Physician-in-Chief, Beth Israel Hos- 
pital, Boston. Second edition. Cloth. $15. Pp. 680, with 313 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2, 1954, 


The author is well known to cardiologists for his brilliant 
physiological and clinical studies, particularly with reference to 
the pathogenesis and treatment of pulmonary edema. In this 
second edition three new chapters have been added, and many 
chapters have been entirely rewritten; 100 figures have been 
added and 160 have been deleted. This up-to-date book contains 
a good bibliography at the end of each chapter. The usual subject 
matter on diagnosis and treatment of cardiac conditions is 
thoroughly covered. A chronological outline of the development 
of cardiology is given in the first chapter. Less space is given 
to electrocardiography than in other standard textbooks. This 
is justified by the fact that there are many good textbooks de- 
voted entirely to electrocardiography. The section on drug 
therapy is somewhat sketchy. For instance, only one-half of a 
page is devoted to mercurial diuretics. The author has done his 
investigative work in fields that are highly controversial, and 
it is to be expected that his own views on these subjects are 
given prominence. The text is easy to follow, and the illustra- 
tions are good. The book is recommended as a reference book 
for the general practitioner and the internist. 


Chemotherapy of Infections. By H. O. J. Collier, B.A., Ph.D., M.1Biol. 
With foreword by Sir Alexander Fleming. Cloth. $4. Pp. 248, with 53 
illustrations. John Wiley & Sons, Inc., 440 Fourth Ave., New York 16, 
1954. 


This is an interesting and well thought out treatise. The 
author takes the reader by easy steps into the various techniques 
that are used in chemotherapy and into the facts and theories 
dealing with the fundamental principles of the mode of action 
of various chemotherapeutic agents. The text is simple, clear, 
and easily read and understood. The history of chemotherapy 
is well covered in short form. This book should prove valuable 
for medical students and practitioners who wish to familiarize 
themselves with the reasons for chemotherapy in a day when 
it has practically engulfed both patient and practitioner. 


Isotopic Tracers: A Theoretical and Practical Manual for Biological 
Students and Research Workers. By G. E. Francis, W. Mulligan and 
A. Wormall, Professor of Biochemistry, St. Bartholomew’s Hospital Medi- 
cal College, London, England. With foreword by G. Hevesy. Cloth. $7. 
Pp. 306, with 51 illustrations. [John de Graff, Inc., 64 W. 23rd St., New 
York 10]; University of London, Athlone Press, Senate House, London, 
W.C.1; distributed by Constable & Co., Ltd., 12 Orange St., Leicester Sq., 
London, W.C.2, England, 1954. 


This book is intended to serve as a text for a formal course 
in the applications of radioactive isotopes as tracer substances 
in biological research. The first half of the book is a concise 
and authoritative review of the theoretical considerations neces- 
sary for adequate comprehension of the rapidly increasing 
amount of material being published using these techniques. This 
manual is clearly presented without the excessive use of differ- 
ential equations. The second half is devoted to a series of ex- 
periments designed to give the student a high degree of facility 
with several approaches. The authors are well known in England 
and have made substantial contributions in this field. The book 
is recommended to all physicians who wish to bring their infor- 
mation in this field up-to-date. 


Textbook of Pediatrics. Edited by Waldo E. Nelson, M.D., Professor 
of Pediatrics, Temple University School of Medicine, Philadelphia. With 
collaboration of seventy contributors. Sixth edition. Cloth. Pp. 1581, 
with 438 illustrations. W. B. Saunders Company, 218 W. Washingotn Sq., 
Philadelphia 5; W. B. Saunders Company, Ltd., 7 Grape St., Shaftesbury 
Ave., London, W.C.2, England, 1954. 


This sixth edition of a standard textbook covers its subject 
as well as a single volume can. There are many contributors, all 
of whom are specialists in the subjects they have written for 
this volume. It is a fine addition to the library of the general 
practitioner, pediatrician, or student. It has been suggested before 
that a volume of this type should be published in loose-leaf 
form, so that current literature could be incorporated. 
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QUERIES AND MINOR NOTES 


EYE STRAIN 


To THE Eprror:—!/s there such a syndrome as eye fatigue? Can 
fatigue affecting the structures of the eye give rise to blepharitis 
and/or swelling of the eyelids (minimal) in the absence of 
infection? What is the physiological explanation of such 
swelling or reddening of the eyes? Is it possibly related to un- 
detected refractive errors, or may it be related to psychogenic 
factors? When a patient complains that his eyes are “tired” 
and there is no obvious refractive error, what treatment should 


be prescribed? M.D., New York. 


ANSWER.—Duke-Elder devotes an entire chapter (Textbook 
of Ophthalmology, London, Henry Kimpton, 1949, vol. 4, p. 
4466) to the subject of eyestrain and visual hygiene. He points 
out that biologically the eyes are adapted for relatively simple 
purposes—to look for enemies and for food—and, although the 
conditions in which we live today are accepted as normal, it by 
no means follows that the eyes have evolved sufficiently to fulfill 
the exorbitant demands of unremitting close work imposed on 
them by a highly complex and artificial civilization. Eyestrain 
is considered to be essentially muscle strain: the most important 
element is accomodative asthenopia due to overtaxing of the 
ciliary muscle, and to this is added strain of the neuromuscular 
control of the ocular movements in order to maintain convergence 
and compensate for heterophoria. It has been suggested that 
strain lies not in the total expenditure of muscular effort but in 
the constant shifting and changing adjustments of the intraocular 
and extraocular musculature in the futile groping after a more 
satisfactory but unattainable ideal. Thus, much of the syndrome 
of eyestrain is probably due to tiring of the higher perceptual 
processes, such as interest and attention, when there is call for 
the eyes to interpret continuously blurred and indistinct images. 
Objectively, eyestrain is thought to cause a typical appearance 
of the eyes, with continued irritability and congestion bringing 
about an unhealthy condition of the lids and conjunctivas so 
that low grade infections tend to establish themselves and become 
chronic, despite the use of local medicaments. The eyes have a 
characteristic look, watery, suffused, and bleary. Eyestrain is 
probably not the cause of such low grade infections but tends to 
accentuate the signs. 

When a patient without obvious refractive error complains of 
tired eyes, it is suggested that refraction be measured with and 
without a cycloplegic; near vision and accommodation be care- 
fully measured; muscle balance for near and far focusing with 
and without correction be determined, together with tests of 
vergence powers, if necessary; and the near point of accommoda- 
tion be measured. The type and degree of binocular vision and 
the amplitude of fusional moments may be indicated, together 
with testing for aniseikonia, if this is possible. However, careful 
study must be directed toward the work environment, and it 
must be remembered that many ocular symptoms are commonly 
psychosomatic in origin. Many a patient with bitter complaints 
concerning eyestrain and difficulty in carrying out the day’s 
activity is but manifesting his hostility to his work, his home, or 
other factors beyond his control. 


URTICARIA PIGMENTOSA 
To THE Epitor:—An infant, aged 4 months, has urticaria pig- 
mentosa. Has anything new been developed for treatment of 
this type of case? 
Charles Lewis Concklin, M.D., Corpus Christi, Texas. 


ANSWER.—Urticaria pigmentosa is a nevoid condition whose 
manifestations are usually limited to the skin; occasionally, but 
rarely, there are systemic complications. The characteristic cell 
found in the lesions of urticaria pigmentosa is the mast cell. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
. specifically so stated in the reply. Anonymous communications and queries 
postal cards cannot be answered. Every letter must contain the writer’s 
and address, but these will be omitted on request. 


According to the latest physiological studies, this ce}| SeCretes 
both histamine and heparin. Antihistaminics given by mouth 
have, however, proved of very limited value in treatment. 


RENAL CALCULI FOLLOWING TRAUMA 


To THE Eprror:—Is nephrolithiasis without any previous his, 
tory of renal calculi a common complication of severe tray, 
matic injury, not necessarily involving the kidney? 


M.D.., Virginia, 


ANSWER.—Nephrolithiasis is a not uncommon complication 
of severe extrarenal trauma. It developed in 2% of 800 patients 
with injury to bones reviewed by Kimbrough, Denslow, anj 
Worgan (J. A. M. A. 142:787 [March 18] 1950) after 74 to 1,299 
days of recumbency in spite of reasonable or even superior 
prophylactic efforts. It is not due to trauma as such but to the 
attendant (1) immobilization in the recumbent position, which 
interferes with drainage and contributes to urinary stasis. (2) 
hypercalciuria, due to increased post-traumatic osteoclastic 
activity and the metabolic response to injury; and (3) compli. 
cating infection, which in paraplegics is the rule and not the 
exception. Of 26 patients with nephrolithiasis subsequent to 
injury studied by Swartz and Taylor (Canad. M. A. J. 63:559 
[Dec.] 1950), 7 had injury to the spinal cord and 15 had frac. 
tured femurs, and, in the group, the urinary calcium excretion 
ranged around 480 mg. daily as compared with normal values 
of 90 to 350 mg. The hypercalciuria was maintained for 6 to 
12 weeks. Prophylaxis (Higgins and Schlumberger: Arch. Sure. 
34:702 [April] 1937) consists in frequent changes in position, 
abundant fluid intake, acid-ash diet with vitamin supplements, 
and rigorous use of all measures needed for the prevention and 
relief of urinary tract infection. When the condition is rec- 
ognized, treatment is preferably by irrigation of the affected renal 
pelves with solution G (citric acid monohydrate, magnesium 
oxide anhydrous, and sodium bicarbonate). The stones are soft 
and friable, difficult to manage surgically, but usually amenable 
to treatment with this medium. 


PREOPERATIVE BLEEDING AND 
COAGULATION TIME 


To tHe Eprror:—What are the merits of bleeding and coagu- 
lation time tests prior to tonsillectomy and adenoidectomy? 


William E. Connor, M.D., Chico, Calif. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—Bleeding and coagulation times determined rov- 
tinely prior to any operation, including tonsillectomy, are of 
no particular value or necessity. The coagulation time is, a 
best, a crude test showing marked variations in normal per- 
sons, and only a clearcut, relatively great prolongation is of 
clinical importance. In performing a clotting time test a clean 
venipuncture, free of tissue thromboplastin, is necessary. I 
young infants with hemophilia the clotting time may be normal 
if this point is not heeded. The bleeding time is of value in 
only two instances: in thrombocytopenia and in pseudohemo- 
philia. However, with proper technique, a cover-slip blood smear 
or a blood smear made on a slide at right angles to its long 
axis will reveal to the experienced technician any significant 
decrease in platelets. Platelets should be looked for in every 
routine blood film preparation and will, therefore, not cause 
extra effort on the part of the technician, This gives a mor 
definite clue to the diagnosis of thrombocytopenia than is given 
by determining the bleeding time. In the relatively uncommon 
syndrome of pseudohemophilia (Estren, Sanches, and Dame- 
shek: Blood 1:504, 1946), the prolonged bleeding time may & 
the only laboratory feature present, but the rarity of this cot 
dition, especially in the absence of any personal or family his- 
tory, would not warrant routine testing for its presence alone. 
The surgeon should not depend on a “laboratory stamp of 
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approval” before operating. Rather, by a careful personal and 
family history, complete physical examination, and adequate 
routine blood examination, he should be assured of his “hemato- 
logical” safety at the operating table. The hematological condi- 
tions contraindicating operation that’ cannot be: discovered 
peratively when the history and physical examination. are. 












































































Cretes on are so. rare that routine testing for their._presence is not 

mouth indicated. 

: ANSWER.—The routine preoperative determination of bleed- 
ing and clotting time has been abandoned in our hospitals re- 
gardless of the type of operation that has been planned, because 

S his. present methods are too often inadequate for the routine de- 

Tae tection of pathological changes in the clotting mechanism 
of whole blood. Furthermore there is a greater chance of de- 

nia, tecting the likelihood of abnormal postoperative bleeding due 

catio to blood disease on: the basis of a good history and physical 
tious examination. Should such a condition be suspected, then special 
| studies and careful examination of the blood, including platelet 

' — count, prothrombin determination, etc., should be carried out. 

Tl 

es PERSISTENT PULMONARY MASSES:.- = -~.~* 

which To THE Eptror:—A 54-year-old woman had a routine x-ray ex- 

s; (2) amination of the chest. At the time she had no complaints 

lastic of any kind. The roentgenogram showed abnormal opacities, 

mpli- and other films were obtained. All showed five round, radio- 
ot the paque masses with smooth edges and no fluid level.. There 
nt to were three on one side, two on the other, and they -were in 

3:559 the midlung area. They ranged from the size of. a.nickel to 

frac. that of a half dollar. Their. position was such that they could 

retion not possibly be considered mediastinal. The diagnosis of a 

values competent and well-known radiologist was metastatic tumor. 

6 to Physical examination was normal except far @ small discrete 

Surg. thyroid nodule, Gastrointestinal series, barium enema, pyelo- 

ition, grams, etc., were all normal. The thyroid nodule was re- 

nents, moved and proved to be definitely benign. The masses could 

1 and not be reached by bronchoscopy, and the bronchi were nor- 

} Tee mal as far as could be visualized. All biopsied tissue at this 

Tenal procedure was normal, and washings were negative for tumor 

-sium cells. There seemed little point in direct exploration of the 

> soft chest or needle biopsy, and when the situation and possibilities, 

nable such as seeding the chest wall and the academic significance of 
“finding out,” were explained to the family they decided 
against thoracic surgery. A diagnosis of pulmonary metastases 
from an unknown primary source was made. Fourteen months 
later roentgenograms showed no change in the masses. The 
ragu- patient still has no symptoms. She must watch her food 
andl intake to keep from putting on weight. Can malignant-lesion 

i, now be ruled out or, at least, held to be unlikely? Since she 

had no earlier roentgenograms of the chest, could these masses 
spec- be benign masses that have been there for many years? Can 
anything be done, short of thoracic surgery, that might aid in 

ve diagnosis? M.D.; Massachusetts. 

e of This inquiry was referred to two consultants, whose respec- 

s, at tive replies folow——Ep. __ Wt 

r 4 
he of ANSWER.—A positive diagnosis of malignancy cannot be 
sJean made in this case. An x-ray diagnosis is, in itself, not conclusive. 

1, Tn Until metastases are demonstrated or until ‘sections are obtained 

rmal the patient must be given the benefit of the doubt. Even the 

ie in best of roentgenologists are sometimes wrong. In view of the 
omo- fact that one disease may closely simulate another there is noth- 
meat ing discrediting about being in error in a diagnosis in such 
long circumstances. For example, sarcoidosis was called “fibrotic” or 
icant “healed miliary tuberculosis” in years gone. by. That was-noth- 
very ing against the men who made this diagnosis, for the two condi- 

-ause tions simulated each other so closely that the entity of pulmonary 

nore sarcoid remained hidden behind the appearance of. chronic 

riven tuberculosis for decades. It is suggested that, so long as no change 
mon is observed in the roentgenologic shadows, no radical procedure 
ame- be undertaken. In the meantime the following tests and obser- 

y be vations may be made: (1) continue to take roentgenograms of the 

ed Patient every two to three months; (2) do skin tests with tubercu- 





lin, coccidioidin, and histoplasmin; (3) examine the patient for 
enlarged lymph nodes at the hilum; (4) carefully observe 
whether there is any calcification in the masses (if calcification is 






.* 
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present, it would point more to.an infectious process or one of the 
above-mentioned conditions and not malignancy); (5) see whether 
anything in the history might be compatible with an infection of 
coccidioidomycosis (Southwestern United States), histoplasmosis 
(Midwest and Southern United States), or tuberculosis (family 
histary or other ‘contacts); and (6) if any of the masses show 
signs of enlargement get an exploratory thoracotomy to settle 
the matter once and for all by pathological and/or bacterio- 
logical examination. Meanwhile the condition should be con- 
sidered a chronic granuloma of unknown nature and nothing 
should be done to disturb the patient’s peace of mind. After 
14 months with no change in the tumors or no new ones, the 
diagnosis of malignant lesion is not likely, and as time passes 
without change it will become still Jess likely. 


ANSWER.—The five round, radiopaque masses with smooth 
edges described are fairly typical of what are commonly called 
“coin” lesions, which are being found more and more fre- 
quently as routine roentgenograms are taken. If only one such 
lesion were seen in a patient’s chest, the differential diagnosis 
would include tuberculoma, hamartoma, primary tumor (either 


_ benign or malignant), and metastasis. Since this patient has five 


such lesions, the first impressién would ;be ‘metastasis, but in a 
patient who is otherwise well this would seem less likely. A 
possibility that this is a so-called benign metastasizing thyroid 
seems unlikely. Multiple benign tumors in the chest include 
hamartomas and adenomas, and multiple tuberculomas in pa- 
tients with malignant diseases have been seen. Unfortunately, 
also, there have been patients with multiple metastases whose 
lesions have not changed in size significantly over a period of 
months and, in one or two cases, years, but in each of these 
instances an autopsy was not obtained to establish an absolute 
diagnosis of multiple metastases.:The possibility of multiple 
primary low grade malignant tumors such as low grade malig- 
nant adenomas or terminal bronchilar carcinomas, which on 
occasion are multiple, must be considered. In each of these in- 
stances, however, some increase in size of the tumors might 
justifiably be expected. In short, malignant lesion cannot defi- 
nitely be ruled out, but it seems rather unlikely that these masses 
are multiple malignant metastases. The diagnosis can be defi- 
nitely established only by an exploratory thoracotomy and re- 
moval of one or more of the lesions. Certainly, this should be 
strongly advised in order to establish the diagnosis in this pa- 
tient. If these- lesions remain static, nothing will be lost by not 
having removed them unless they are low grade malignant 
tumors that may begin to grow later. If they are tuberculomas, 
then one is remiss in not establishing the diagnosis because it is 
not known under what circumstances the disease may become 
active, and, if the patient is permitted to remain with this diag- 
nosis of metastases and the lesions begin to grow because they 
are tuberculous in nature, she may be permitted to reach an 
incurable state with an erroneous diagnosis of a hopeless con- 
dition. Just such a circle of events is far too common in present- 
day medicine and surgery, in which the operative mortality of 
an exploratory. thoracotomy is so slight. 


‘AIR CONDITIONING 


r 


To THE Eprror:—I would like information regarding possible 
diséasé” production by ‘constant exposure to an air coniition- 
ing system in which the ducts are lined inside with 1 in. thick 
sheet Fiberglas matting. 

Jack Sall, M.D., Paterson, N. J. 


ANSWER.—The Fiberglas insulation inside the air condition- 
ing system ducts consists, in all probability, not only of glass 
fibers but also of a synthetic resin to hold the fibers in place. 
When first installed, it is possible that some fine glass particles 
may be blown from these ducts, but in the continuing operation 
no material would be expected to be introduced into the air 
stream. Furthermore, animal experimentation and observation 
of human beings exposed to appreciable amounts of fine glass 
dust and fibers have failed to show significant .pathological 


‘changes. Allergic response to the resin or its plasticizer could 


occur in men handling impregnated batts of Fiberglas, but it 


‘does not- appear conceivable that even the minute amounts of 


these materials necessary to cause allergy would enter the air 
stream in an air conditioning system. 
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ANNUAL PHYSICAL EXAMINATION 
To THE Epiror:—/ am setting up a yearly physical examination 
program for the top executives of a local business organiza- 
tion. Please give your opinion as to what sort of an exami- 
nation should be done, including details of what laboratory 
procedures and x-ray examinations should be done routinely. 
M.D.., Indiana. 


ANSWER.—A routine physical check-up need not necessarily 
be elaborate. To be significant it should include a careful in- 
quiry into the illnesses treated or symptoms that have developed 
since the last annual check-up. The points stressed below are 
especially applicable to men over 45. There should be inspec- 
tion for signs of epithelioma and obesity. There should be a 
determination of the blood pressure, a test of the examinee’s 
reaction to exercise (resting pulse, pulse immediately after exer- 
cise, and pulse two minutes after exercise—the rate should re- 
turn to the resting rate or slightly lower within two minutes), 
palpation, including deep palpation of the abdomen for tumor 
masses and of the dorsalis pedis arteries for pulsation, and a 
rectal digital examination. The eye grounds should be examined 
and the ocular tension tested. The urine should be tested for 
albumin and sugar; the hemoglobin level should be determined; 
a roentgenogram of the chest and an electrocardiogram should 
be obtained. If anything in the history or physical examination 
suggests a condition for which other tests, such as basal met- 
abolic rate or gastrointestinal series, are indicated, these should 
be done, but it would not be worth while to do these routinely. 
If any borderline findings or signs of chronic illness are found, 
the patient’s progress should be checked at frequent intervals. 
The references below may be helpful. 
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INJURY TO THE COMMON BILE DUCT 

To THE Eprror:—/ would appreciate advice on the following 
case. A 40-year-old man with biliary cirrhosis, secondary to 
common duct injury, has been operated on five times, the last 
two to reconstruct the bile duct. He has a stump of duct at the 
porta hepatis that was united-to the duodenum. He suffers 
from a chronic, low grade bile duct infection. He has obstruc- 
tion; stools lighten, and jaundice increases somewhat. Obstruc- 
tion is relieved; stools darken, and then intractable itching 
starts. During the years I have observed him, 95% of the time 
itching starts after the jaundice clears. I would like to know 
why the itching starts after the obstruction clears and what 
the suggestions as to treatment are. He has had therapy with 
every conceivable antibiotic, again with varied success in relief 
of the itching and prevention of the attacks of obstruction. 

Maxwell Spring, M.D., Bronx, N. Y. 


ANSWER.—Once a condition of this nature reaches such an 
advanced stage and the biliary obstruction is not adequately 
corrected after multiple operations, treatment usually is dis- 
appointing and prognosis unfavorable. It is assumed that the 
present difficulties are primarily of an extrahepatic, mechanical 
obstructive nature, usually the result of recurrent stricture. As 
a rule pruritus ceases or is greatly reduced after jaundice dis- 
appears from whatever cause. However, the converse may occur. 
The cause of pruritus in association with hepatobiliary disease 
has not been determined. One would not expect antibiotics to 
alleviate the pruritus or prevent recurring obstruction except 
indirectly. However, they are indicated when active infection 
is present. Lloyd-Thomas and Sherlock (Brit. M. J. 2:1289 [Dec. 
13] 1952) have reported encouraging results with methyltestos- 
terone as an antipruritic. It is given sublingually in the amount 
of 25 mg. daily, preferably in divided doses of 10, 5, and 10 
mg. In the intervals between obstructive seizures a choleretic 
might be cautiously given. Transduodenal biliary drainage occa- 
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sionally proves helpful under the circumstances because the de. 
gree of interference with the biliary flow may be determined 
and the obstructive episodes reduced in severity and frequency 
Microscopic examination of the duodenal contents for evidence 
of presence of calculi, detritus, and infection should be Carried 
out. The usual supportive measures to maintain the integrity 
of the liver are also indicated, so far as possible. 


RED BLOOD CELL CONTENT 


To THE Eptror:—We are considering the use of a colorimetric 
iron (or hemoglobin) determination as a substitute for routing 
red blood cell counts in our office. Various references Suggest 
that there are discrepancies between the results secured by 
the numerous procedures. Please advise as to the most satis. 
factory procedure. 


G. F. Brockman, M.D., Greenville, Ky, 


ANSWER.—Some hematologists feel that the hematocrit de. 
termination gives the best evidence of red blood cell conten, 
However, as an office procedure the method may lead to very 
misleading interpretations unless it is adequately performed, As 
a screening procedure the hemoglobin determination may be the 
least complicated technique for office use. Any of the standard 
techniques are satisfactory if the instruments can be standardized 
and checked repeatedly. For office use the dilution methods, such 
as the Duffy, Haden-Hausser, or Sahli methods, and the nop. 
dilution types, such as the Spencer, are satisfactory. While 
theoretically the photoelectric instruments have the advantage 
of eliminating the personal factor in making the reading, 
they have distinct drawbacks for office use if they cannot be 
checked for accuracy every time that there may be fluctuations 
in the electrical current. Methods involving the determination 
of iron for calculation of the hemoglobin content are not adapted 
to routine office use at present. 


SPLENECTOMY IN RHEUMATOID ARTHRITIS 


To THE Eprror:—/ recently witnessed a splenectomy for the 
relief of intractable pain of rheumatoid spondylitis. Please 
give information on the rationale and results to date of this 
procedure for the relief of pain of rheumatoid disease. 


Robert E. Sandlin, M.D., Antioch, Calif. 


ANSWER.—A recent paper (Steinberg, C. L.: Ann. Int. Med. 
38:787-813, 1953) reported that 46 papers had been previously 
published on the value of splenectomy in rheumatoid arthritis. 
The author reported six additional cases. One of the early reports 
was published well over 20 years ago (Hanrahan, E. M., Jr. 
and Miller, S. R.: J. A. M. A. 99:1247-1249 [Oct. 8] 1932). 
Operation was performed on a 50-year-old woman suffering 
from arthritis of five years’ duration, enlargement of the spleen 
and liver, anemia, and leukopenia. Hyperplasia of endothelial 
cells lining dilated sinuses and increased numbers of plasma 
cells in the pulp spaces were seen. Within three weeks of the 
operation the patient noted improvement of the arthritis. Four 
months later she was said to be still much improved, anemia 
was not present, and the leukocyte count was 10,000 per cubic 
millimeter. Chronic rheumatoid arthritis is often associated with 
a moderate degree of anemia and also with adenopathy. Les 
frequently, a degree of enlargement of the spleen is noted, and 
occasional patients with this disease also show hepatomegaly. 
In 1896, Chauffard, and in 1909, Harringham, called attention 
to the association of arthritis in adults with splenomegaly and 
hepatomegaly; in 1897, Still described arthritis in children with 
anemia, enlarged lymph nodes, and enlarged spleens. At pres 
ent most students of rheumatic diseases consider such cases 10 
be variations of rheumatoid arthritis, not separate diagnost 
entities. 

The data reported thus far on splenectomy and rheumatoid 
arthritis indicate that this operation has been undertaken for ihe 
most part when the spleen has been unusually large a0 
particularly when splenic enlargement has been associated with 
leukopenia and anemia. The results to date have not been mm 
pressive, and no general recommendation for splenectomy 45 # 
therapeutic measure for rheumatoid arthritis is justified on th 
basis of these early tests. Although general use of splenectomy 


Group 


Group 


Note: . 
Medica 


BRO 
To TH 
asth 
She 
Wh 


ANs 


pert m 
tive 


Spells, 
Satisfa 
potassi 
phyllin 
(Adrer 
sary fo 
mine 

(Pyribe 
are spe 
should 
the da: 
the loc 
mon ti 


etric 
tine 
gest 
d by 
satis. 


tions 
ation 
apted 


vol. 156, No. 12 


as a treatment for rheumatoid arthritis has no strong proponents 
at this time, the question whether splenectomy may be of value 
in occasional cases of rheumatoid arthritis associated with 
marked splenomegaly and leukopenia requires further study. 


MENIERE’S DISEASE 
To THE Epiror:—Please describe Furstenberg’s treatment for 
Méniere’s disease. 
F. J. DeWane, M.D., Menominee, Mich. 


AnsweR.—The Furstenberg treatment for Méniére’s disease 
is based on the histological demonstration that the underlying 
disease is an increased endolymphatic fluid pressure in the 
labyrinth as evidenced by dilatation of the endolymphatic duct. 
To lessen the retention of sodium with its tendency toward fluid 
retention the patient is given a list of foods containing con- 
siderable sodium that are to be avoided altogether, a list of 
foods containing a small amount of sodium to be taken not 
more than twice weekly, and a list of foods to be taken daily, 
in which the sodium content is nil or minimal. All foods are 
to be prepared and served without salt. To facilitate the elimi- 
nation of sodium from the body, the patient is given ammonium 
chloride or potassium chloride by mouth for three days, alternat- 
ing with no medication for two days. The ammonium chloride 
may be given in 7% grain (0.48 gm.) tablets, six after each 
meal. The potassium chloride is given in a 25% solution, two 
teaspoonfuls after each meal. The three classifications of foods 
according to their sodium content (Furstenberg diet) follow: 


Group A—The following foods may be taken daily: 
1. Eggs, meat, fish, and fowl as desired, without salt. 
. Bread as desired, without salt. 
. Cereal, one of the following: farina, oatmeal, rice, puffed 
rice, and puffed wheat. 

4. Potato and one or more servings of any of the following: 
(a) macaroni, (b) spaghetti, (c) rice, (d) corn, (¢) cran- 
berries, (f) prunes, and (g) plums. 

5. Milk as desired. 

6. Vegetables and fruits daily of any fruit and of any vege- 
tables not in groups B and O as desired. 


1. Butter, cream, honey, jellies, jams, sugar, and candy per- 
mitted as desired. 


8. Tea and coffee as desired. 


Group B—Foods to be avoided: 


All salt meats and salted fish, bread, crackers, and butter pre- 
pared with salt; also carrots, clams, condensed milk, raisins, 
caviar, cowpeas, olives, spinach, cheese, endive, and oysters. 


Group C—Foods to be taken no more than twice weekly: 


Lima beans, beets, buttermilk, cantaloupe, % 

chard, dried cocoanut, dried currants, dates, figs, horseradish, 
kohlrabi, limes, m peanuts, peaches, mustard, 

i rutabagas, strawberries, turnips, 

watercress. 


Note: All foods to be prepared and served without salt. 


Water intake is unrestricted although excessive quantities of 
liquid should not be taken. 


Medication: Potassium chloride, 2 tsp., 25% solution, after each meal. 


BRONCHIAL ASTHMA 

To THE Eprror:—<A 3-year-old girl has had attacks of bronchial 
asthma for two years. The chest roentgenogram is normal. 
She also has eczema. Her father is allergic to some proteins. 
What is the prognosis? M.D., Turkey. 


ANSWER.—The prognosis is in general proportionate to the 
accuracy of the diagnosis of the causative factors and the ex- 
pert means of managing them. The child should be given effec- 
tive symptomatic treatment. The severity and frequency of 
attacks will determine the type of medication. For moderate 
spells, small doses of ephedrine with aminophylline are usually 
satisfactory. For chronic symptoms, iodides (about 250 mg. of 
Potassium iodide) are desirable. For an acute attack, an amino- 
Phylline suppository (125 mg.) may be effective. Epinephrine 
(Adrenalin), 1:1,000 (0.2 cc. hypodermically) may be neces- 
sary for severe spells. The antihistamines, such as diphenhydra- 
mine (Benadryl) hydrochloride, 20 mg., or tripelennamine 
(Pyribenzamine), 20 mg., might also be helpful. Unless there 


the local pollens and fungi, house dust, other substances com- 
mon to the particular environment, and the common foods 
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that the child eats. If the foods or inhalants giving positive re- 
actions can be avoided, the child will become asthma free almost 
immediately. Desensitization is advised with those air-borne sub- 
stances that cannot be avoided. In severe attacks or in pro- 
tracted asthma when causative factors cannot be determined or 
avoided, the use of corticotropin (ACTH) or cortisone therapy 
is justifiable. In infectious cases, a course of injections of bac- 
terial vaccine may help. In some instances a change of climate 
may be indicated. 


NOCTURNAL ENURESIS 
To THE Eprror:—What is the latest treatment of enuresis? 
W. H. Bollinger, M.D., Charleston, Ark. 


ANSWER.—Psychological management is most important. The 
parents are urged to assume an unemotional attitude toward the 
symptom. Grave concern, severe censure, punishments, threats 
and deprivations, and shaming only aggravate the situation. The 
drug therapy ordinarily used consists of belladonna (five drops 
of the tincture, three times daily for a 5-year-old child), methyl- 
testosterone (10 mg. daily), and amphetamine (Benzedrine) sul- 
fate (5 mg. daily). Treatment should be combined with train- 
ing and suggestion, limiting fluid intake late in the afternoon, 
dry supper, and elevating of the foot of the bed. Five grams 
of salt may be given before bedtime, or a sandwich of salted 
herring, bacon, or Swiss cheese may be helpful. A system of 
rewards may be successful. A number of apparatus have been 
invented to condition children against bed-wetting, such as bell- 
ringing, streams of cold water, or blasts of air when the child 
begins to wet. These should be used only in children who are 
old enough to comprehend what is being attempted and who 
are willing to cooperate. When general treatment is unsuccessful, 
the child should be referred to a urologist. Good results have 
been reported from urethral dilatation. 


REFERENCB 
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METATARSALGIA 

To THe Eprror:—A 35-year-old man complains of a severe burn- 
ing sensation sharply limited to the tarsal and metatarsal 
bones and phalanges of 10 years’ duration. He feels as though 
his feet were in braces. Sometimes he is compelled to keep 
his feet in cold water in order to get relief and he cannot wear 
shoes without aggravation of the discomfort. There are no 
other abnormal findings, but he is becoming discouraged and 
irritable. What can be done to help him? 

Newton Goncalves, M.D., Fortaleza, Ceara, Brazil. 


ANSWER.—The symptoms, although not defined as distinctly 
as might be desired, are consistent with and suggestive of meta- 
tarsalgia. The severe persistent pain refers to the toes as well 
as toward the tarsal area. The persistence of the symptoms and 
the accompanying nervous irritability are concomitants of a 
metatarsalgia. The sense of tightness, as though the foot were 
in a brace, is consistent with long-standing metatarsalgia. With 
a metatarsalgia of 10 years’ duration a neurofibroma is almost 
a certainty. Treatment would consist of removal of pressure 
over the metatarsal area with pads in the shoes or transverse 
bars attached to the shoe. The neurofibroma could be localized 
by testing for a point of tenderness, and it should then be ex- 
cised. This operation is described in “Enfermadades del Pie” 
by Hauser (Salvat Editores, Rio de Janeiro, S. A., 1953, pp. 
291-295). 


THROMBOANGIITIS OBLITERANS 


To THe Eprror:—/ would like information on the occurrences 
of unilateral cases of arteriosclerosis obliterans and thrombo- 
angiitis obliterans of the lower extremities. ; 


S. T. Glasser, M.D., New York. 


ANSWER.—One may assume that pathological changes in 
arteriosclerosis obliterans and thromboangiitis obliterans would 
occur in both the lower extremities. Although there may be some 
selectivity of involvement, there is no rule to go by. According 
to one series of records, the involvement is bilateral in about 
60% of the cases. This figure is based on subjective complaints 
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and objective circulatory function tests. However, the manifesta- 
tions, such as breakdown of the tissues and gangrene, may be 
unilateral in 20 to 30% of the cases. There is no definite guide, 
is this information any basis for differential diagnosis. 


GELATINOUS ASCITES 


To THE Eprror:—A 64-year-old white woman had bilateral 
pseudomucinous ovarian cysts removed 15 years ago. At the 
time they were removed, one had previously ruptured and 
there were implants on the omentum and peritoneum. Four 
years ago, at the time of cholecystectomy, two finger-like 
mucin-containing implants were removed from the under sur- 
face of the liver. On microscopic examination these were 
found to be benign. No other intraperitoneal implants were 
seen at that time. During the past two years the patient’s ab- 
domen has increased in size, and laparotomy revealed about 
3,000 cc. of pseudomucinous material under the right di- 
aphragm and in both flanks. Can hyaluronidase (Wydase) 
liquefy this material so that it could be removed by para- 
centesis when it re-forms rather than by repeated laparotomy? 
Has radioactive gold been tried to prevent reaccumulation of 
pseudomucin as a result of pseudomyxoma peritonei? 


James E. Spens, M.D., Alpena, Mich. 


ANSWER.—The pseudomucinous or gelatinous ascites de- 
scribed in this question is rare, and no one gynecologist is likely 
to see many instances. The present case is unique, in that the 
ascites was not noted until 13 years after the original opera- 
tion and that only two implants were noted four years ago, 
though at the original operation there were already omental 
and peritoneal implants. No reference to the use of hyaluroni- 
dase or radioactive gold as adjuvants in the treatment of pseudo- 
myxoma has been found in the literature. 


POSTURAL PROTEINURIA 

To THE Epiror:—A few years ago a diagnosis of orthostatic 
albuminuria was made on a boy 18 years old. He is now 22 
and has been turned down twice by the armed services. I 
understand that new work has come out on orthostatic 
albuminuria and that it is considered much more serious than 
it formerly was. Is this correct? What is the clinical significance 
of this condition at present? 

John D. Skow, M.D., Toledo, Ohio. 


ANSWER.—One can assume that the diagnosis of orthostatic 
albuminuria is correct. Since the process has continued, re- 
evaluation might be in order. This is accomplished by serial 
collections of urine, as outlined by Sodeman (Pathologic Physi- 
ology, Philadelphia, W. B. Saunders Company, 1950, p. 492). 
If the diagnosis is confirmed, the favorable prognosis stands. 
No new studies are known that would suggest that the con- 
dition is intrinsically ominous. The only factor that would 
qualify this view is the possibility, admittedly remote, that the 
proteinuria, while increased by orthostasis or lordosis or both, 
is in fact persistent and associated with chronic renal disease. 
Actually, the term orthostatic proteinuria should be dropped in 
favor of lordotic or postural proteinuria, since nonbenign 
proteinuria is often increased by standing. 


IODINE FOR PARALYSIS AGITANS 

To THE Epiror:—Please send me data on the use of radioactive 
iodine in the treatment of paralysis agitans. I have under 
observation a middle-aged woman whom I have given tri- 
hexyphenidyl (Artane) hydrochloride, cycrimine (Pagitane) 
hydrochloride, and the belladonna derivatives with the usual 
degree of success. — 

W. N. Jenkins, M.D., Port Gibson, Miss. 


ANSWER.—Recently Dr. Robert S. Schwab and Dr. Earle M. 
Chapman of Boston have reported (not published as of Sept. 20, 
1954) giving radioactive iodine to nine selected patients with 
paralysis agitans. The tracer and protein-bound iodine values 
indicated that the thyroid function in these patients was in the 
upper range of normal or above normal. These patients were 
studied both objectively and subjectively prior to the administra- 
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tion of the radioactive iodine and at regular intervals thereafter 
Improvement was observed in the general condition of six of the 
nine patients studied. Further experience will be needed to ascer- 
tain whether the benefits derived justify a permanent reduction 
in thyroid function in the treatment of paralysis agitans. 


GASTROINTESTINAL SUCTION 


To THE Eptror:—Your reply to a recent query regarding gastro. 
intestinal suction in THE JouRNAL, April 24, 1954, page 1474 
left something to be desired. Abnormal intestinal distention 
is due to retention of unabsorbed material that, having en. 
tered the tract, failed to pass the anus because of an obstruc. 
tion somewhere between the mucocutaneous junctions. This 
obstruction may be primarily functional or mechanical, by 
ultimately one variety tends to be superimposed on the other. 
The functional impediment is commoner, being seen in such 
conditions as paralytic ileus, megacolon, acute gastric dilata. 
tion, dysphagia, and sea-sickness (with overflow) and in preg. 
nant, paraplegic, or postoperative patients. It may also be 
congenital. Most useful in the management of these problems 
is neostigmine (Prostigmine) methylsulphate, and the dose is 
that of any useful drug for any patient—as much as suffices, 
For example, when the abdomen is distended and silent, 05 
mg. should be given intravenously every 10 minutes until 
brisk borborygmi give evidence of motion of the intestinal 
content, and the dose should be repeated as indicated by fre- 
quent auscultation of the abdomen and the tension of the 
abdominal wall. exe 

Recognizing simpler forms of functional obstruction clari- 
fies many problems. In shock, for instance, blocks arise in the 
digestive, urinary, and circulatory systems. Scattered blocks 
along the vessels produce areas of vascular distention, edema, 
and overflow, which reduce the circulating volume. 


M. G. Baggot, M.D. 
DePaul Hospital, St. Louis. 


CHRONIC ULCERATIVE COLITIS 


To THE Epitor:—Regarding the nonhealing of a perineal in- 
cision to drain an anal fistula in a 19-year-old girl with chronic 
ulcerative colitis, discussed in THE JouRNAL for March 20, 
1954, page 1048, and May 22, 1954, page 416, we wish to 
emphasize the major importance of the study and control of 
allergy so that the local drainage and, if necessary, antibiotic 
or sulfonamide therapy will become effective. Our experience 
and that of Dr. Andresen has increasingly indicated atopic 
allergy as the major cause of. this disease, complicated at 
times with infection, anemia, and bleeding. Without such 
antiallergic control, conservative surgical treatment of fistulas, 
perianal abscesses, and hemorrhoids often fails to produce 
healing. In the last 17 years in our practice, fissures, fistulas, 
and abscesses initially present in patients have usually healed 
with no residual drainage with the above therapy and have not 
necessitated ileostomy or colectomy, except in one previously 
controlled patient who had stopped her elimination diet with 
resultant fuiminating chronic ulcerative colitis, fistula, and 
ischiorectal abscess. Therefore, if this girl’s colitis has been 
perennial, food allergy should be studied with our fruit-free 
elimination diet. Moderate or definite improvement in one to 

_ three weeks would justify the continuation of the diet. Time 
is required to eliminate ingested allergenic foods from the 
body. If the colitis is exaggerated in the pollen seasons, de- 
sensitization to multiple pollen antigens, with or without con- 
trol of food allergy, may be required. With such accurate 
and continued control of allergy, conservative local therapy 
and, when necessary, antibiotics and sulfonamides probably 
will be effective without the ileostomy and colectomy recom- 
mended in the former answer. 


Albert H. Rowe, M.D. 

Albert Rowe Jr., M.D. 

E. James Young, M.D. 

2940 Summit, St., Oakland 9, Calif. 
Kahn Uyeyama, M.D. 

University of California 

Medical School 

San Francisco. 
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